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Speech Problems of the 


Cerebral Palsied 


N CONSIDERING the rehabilita- 

tion of the cerebral palsied child, 
we cannot minimize the importance 
of speech. With these children it is 
necessary to be very realistic. One im- 
portant consideration, for example, is 
that it is easier to find a home for 
the child who speaks, in the event that 
something happens to his parents, than 
it is to find a home for a non-speak- 
ing child. 

Some of the ideas contained in this 
article may seem obvious. That is one 
of the very reasons why they must 
be repeated over and over. One wishes 
that it might be possible to speak of a 
method of treatment for cerebral 
palsied speech. However, since we are 
just on the threshold of attempting 
to help these individuals, one can give 
only a few of the principles and ther- 
apies which have so far proved help- 
ful in understanding the rehabilita- 
tion problem. 

In speaking of speech work with 
cerebral palsies, I prefer to use the 
terms ‘speech training’ and ‘speech 
therapist’ rather than ‘speech correc- 
tion’ and ‘speech correctionist.’ For 


*Mrs. Gratke (M.A., Iowa) is on the staff 
of the Dallas Crippled Children’s Society, 
Dallas, Texas. The present article was 
adapted from a paper presented at the 1946 
convention of the American Speech Correc- 
tion Association. 


Juliette M. Gratke* 


right here, I feel, is the crux of much 
of the trouble we have encountered 
in the past in interesting people in this 
particular organic handicap. We have 
been prone, not just speech therapists 
alone, but orthopedists and others as 
well, to work for perfection—a cor- 
rect gait or correct speech. One of the 
first principles which I would like to 
stress is the fact that normalcy is not 
the aim in work with the cerebral 
palsied. It is true that some may at- 
tain near normalcy, but to have that 
as a general goal with the severely 
handicapped is impracticable. Just as 
any walk is better than a wheelchair, 
so any understandable speech is bet- 
ter than no speech. 

Another important factor to bear 
in mind is the individuality of the 
problems encountered in these cases. 
No two may be just alike, so that 
even with the same treatment results 
may vary greatly. We may make al- 
most no generalizations. In the follow- 
ing discussion I am assuming a pre- 
vious knowledge of cerebral palsy, of 
the various types of involvement, and 
also some knowledge of the popula- 
tion presenting this particular handi- 


cap. 
I 


Before considering modalities used 
in treatment, it might be well to men- 
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tion certain standards which have been 
set up in regard to working with these 
children including, first, an under- 
standing and respect regarding’ the 
physical handicap itself. The therapist 
must be capable also of seeing the 
whole child and his background. He 
must be able to establish rapport with 
the child. We must like these children 
in order to help them. Cerebrat palsy 
is not a true paralysis. Therapists 
must be specially trained so that they 
will thoroughly understand the nature 
of the disorder. 

As for treatment programs, the im- 
portance of correct diagnosis cannot 
be over-emphasized. In general, the 
same principles are followed for 
speech therapy as for physical and oc- 
cupational therapy. However, there are 
some fundamentals of speech develop- 
ment which should not be overlooked 
before formal vocalized speech train- 
ing is started. These include’ mouth 
closure, breathing, chewing and, of 
course, the need for speech. 


Mouth closure may be a problem 
encountered in a great many cases. 
In some, the cause may be physiologi- 
cal; for instance, there may be spastic 
muscles in the cheeks, jaws or throat 
which make voluntary closure difficult. 
On the other hand, it may be due to 
the child’s habitually but unnecessarily 
maintaining an open mouth. Training 
for mouth closure differs among cases. 
The mirror may be used with some. 
Active assistance may be used with 
others—i.e., very gently helping the 
child to close the lips and urging him 
to hold the lips closed untiJ he has ac- 
quired the conscious feefing of the 
closure. A tongue blade may be used, 
with the suggestion that the child hold 
it between his lips, not between his 
teeth as a little dog might carry a 
paper. Lip rouge might be used, hav- 
ing the patient ‘bite’ on a clean paper 
by way of demonstrating whether or 
not he can make a mark on the paper 
with his lips. The ability to close and 
open the lips at will is very important. 
The athetoid cases, for example, tend 
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to attempt speech without using their 
lips, talking ‘way back in their throats,’ 
producing speech that is very difficult 
to understand. In some instances the 
children are instructed to hold their 
lips together as the therapist counts, 
recording how long they can hold them 
together, and then graphing the pro- 
gress. 

The nature of the work done with 
breathing may also be dependent on 
the diagnosis. It is important to un- 
derstand properly which type of 
breathing difficulty the patient may 
have, whether ‘reverse’ or athetoid. In 
either case, close cooperation with the 
physical therapist might be of great 
benefit in devising or selecting exer- 
cises for normal synchronized breath- 
ing with synchronization of abdominal 


vand intercostal musclesy Conscious re- 


laxation may be essential in retraining 
the case with athetoid breathing. Many 
of the suggested exercises for breath- 
ing training in our literature are much 
too advanced for the beginning case. 
Among simpler exercises is one which 
involves placing very light down 
feathers on a mirror, and instructing 
the child to hold them against the mir- 
ror surface by blowing gently and 
steadily against them. By looking in 
the mirror the child can see whether 
he has his lips properly pursed for 
blowing. Tiny bits of tissue paper may 
be used in the same way. The child 
may also be instructed to blow out or 
to bend the flames of very small can- 
dles. Unfortunately some children who 
do not even exhale air through their 
mouths have been spending time in 
clinics attempting vocalization. 


Chewing training requires coopera- 
tion with the home. Many mothers do 
not understand the relationship to 
good speech of feeding foods which 
require the chewing motion. As ther- 
apeutic exercise, the therapist may 
augment this by using gum, beef, gum 
drops, or some similar chewy substance 
or food, using a string tied to it or 
perhaps putting it in a little tea bag 
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and then encouraging the child to at- 
tempt a chewing motion. 

The need for speech is for these 
children somewhat different from what 
it is for the so-called normal child. 
Their mothers may have become so 
accustomed to interpreting their chil- 
dren’s wants, and talking for them, 
that many of the children settle back 
and don’t attempt to talk, and soon 
they have passed the normal time for 
beginning speech. Of course, we also 
run across children who are just not 
given an opportunity to talk. 


Contrary to what has been said and 
written about the individuality of 
treatment, there is a place for group 
therapy with cerebral palsied children, 
especially with the younger ones. In 
the group situation, we can use a great 
deal of play therapy. The writer has 
found both active and passive speech 
exercises much easier to accomplish 
with a group of young children than 
with an isolated individual. Personal- 
ly, I feel that the rapport involved 
in play therapy with the young child 
is vitally important. The teacher 
should expect speech—she should not 
make too much of it, but she should 
expect the child’s cooperation. We 
have found that a few of the very 
young children respond well to rhymes 
for beginning speech. Practically all 
of them seem to enjoy music. Some 
of the speech problems of the very 
young children resemble speech blocks 
or delayed speech. Many of the same 
techniques employed in cases with 
such problems are beneficial for the 
cerebral palsied child. We may under- 
stand our cases better if we remem- 
ber that many of these children have 
been premature babies and for that 
very reason, as most pediatricians 
agree, they are prone to develop be- 
havior problems, temper tantrums, 
and psychological blockages of various 
kinds. 


II 
For some of the techniques used 
with these children, aside from the 


above fundamentals, it is advisable to 
observe the same principles that would 
be employed in training for self-help 
or for walking. With the spastic child, 
as a rule, a physical therapy program 
is set up with repetitive exercises 
based on the principle of the con- 
ditioned reflex. We call these ‘routine 
exercises’ and they are set to rhythm. 
We work with and through the stretch 
reflex, attempting to strengthen the 
weaker muscles and cut down on the 
threshold of the stretch reflex. Re- 
laxation is secondary as a principle of 
treatment. We ask: Can he walk? Can 
he walk fast enough? Can he walk far 
enough and what does his walk look 
like? The last is of least importance. 
With regard to speech and occupa- 
tional therapy, we ask: Can he talk? 
Can he talk fast enough? What does 
his speech sound like? The last, again, 
is of least importance. 

With the athetoid child, we would 
ask the same questions, but in setting 
up a treatment program for such a 
child, the first principle is relaxation— 
conscious relaxation and then move- 
ment from the relaxed position. 

The ataxic’s program is based on 
balance training along with training 
for lengthening the attention span. The 
ataxic is more or less continuously 
dizzy. As a rule, he does not know 
what it is to be otherwise. Since fixing 
his attention or focusing his vision for 
any length of time nauseates him, he 
shifts his attention, shifts his focus 
and appears rather jittery. We have 
had some very interesting cases re- 
cently who apparently fall in this 
group, evidently having some cerebel- 
lar damage as a result of very serious 
illness. These children have not al- 
ways been handicapped, and have 
therefore recognized the feeling of 
dizziness as such and told us rather 
interesting things about how they felt. 
The speech of these children is blurred, 
just a little indistinct. They are not 
always sure of the tongue tip mo- 
tions. Sometimes they make their 
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words clearly and at other times they 
speak very carelessly. 

We work proximally-distally in ap- 
plying physical therapy. In orienting 
speech training to this principle, we 
would work on breathing first, since 
in terms of grossness or complexity 
breathing corresponds more or less to 
the shoulder and hip motions. Next, 
the pharynx and larynx are dealt with, 
since their activity corresponds rough- 
ly to the activity of the elbow or knee. 
Movements of the lips may be re- 
garded, perhaps, as corresponding to 
those of the fingers, and the move- 
ments of tongue-tip to opposition mo- 
tions of the fingers. 


III 

Those who follow Phelps’ principles 
of treatment group the speech prob- 
lems of the cerebral palsied in terms 
of the five levels suggested by Stanley 
Cobb: 

Level I: Includes such speech prob- 
lems as those associated with cleft 
palate and hare lip, functional ar- 
ticulatory difficulties, etc., entirely 
apart from the physical handicap of 
cerebral palsy. 

Level II: Includes speech problems 
associated with spasticity. Any of the 
muscles involved in the speech me- 
chanism may be spastic. The cheek 
muscles may be involved, the tongue, 
the pharyngeal muscles, or the breath- 
ing may be affected by the presence 
of the stretch reflex which is the basic 
cue to spasticity. It is to be stressed 
that it is inadvisable to attempt to 
force a spastic extremity through the 
full range of motion. Just as we do 
not force an arm or leg through the 
possible range of motion, so we must 
exert similar care in the case of the 
spastic tongue. We do not force the 
threshold of the stretch reflex, but 
work gently to extend the range of 
motion and lower the threshold of the 
reflex. Repetitive exercises may be 
used successfully with this group be- 
cause the stretch reflex is always 
present and therefore the errors are 
predictable. 
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Level III: Includes the athetoid and 
ataxic cases. Probably the most sig- 
nificant statement which may be made 
about this group has been repeatedly 
emphasized by Phelps: ‘If the athetoid 
could learn conscious relaxation, he 
wouldn’t need speech training.’ There 
is no point in working in these cases 
on isolated sounds, for if the athetoid 
can relax enough to say anything he 
can usually say several words. Then, 
too, the athetosis or involuntary mo- 
tion is unpredictable, so that he may 
say something very well at one time 
and not at another. Any techniques 
helpful in accomplishing conscious re- 
laxation are beneficial to the athetoid. 
A modified form of Jacobson’s method 
is frequently used. There is one par- 
ticular type of athetoid who has an 
added speech and language handicap, 
the deaf athetoid. He usually has to 
some extent tone deafness for certain 
frequencies, and he should be trained 
by someone who understands both the 
auditory and motor handicaps. The 
ataxic’s speech problems, however, 
may be due to his lack of balance and 
disturbed kinaesthetic sense. ‘Then, 
too, his inability to focus attention for 
long periods of time may have some 
influence for, after all, young children 
do watch their elders and in this way 
probably learn a great deal about the 
mechanics of speech so far as their 
visible aspects are concerned. A ther- 
apy involving kinaesthetic methods 
may be helpful for the ataxic. 

Level IV: Includes children with 
assumed lack of cerebral dominance 
and the aphasias. This is indeed a very 
challenging group. In working with 
them we may feel the need of medical, 
perhaps including psychiatric, guid- 
ance. We certainly cannot assume that 
aphasias following severe illness in- 
volving brain damage are entirely 
psychological in nature; it is more or 
less mandatory to assume that they 
have also a neurophysiological eti- 
ology, and we should have expert ad- 
vice in the diagnosis and treatment 
of such cases. Working on a purely 
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psychological basis when the problem 
is physiological may be very danger- 
ous. Congenital aphasias, which may be 
found among the cerebral palsied 
group, are a challenge to any speech 
clinic. Unfortunately, there are few 
who understand this problem. One 
must beware of snap judgments on 
the aphasias, for they require exten- 
sive study and observation. Space 
limitations preclude thorough consid- 
eration of the problem of the assumed 
lack of cerebral dominance and the 
speech problems associated with the 
hemiplegias. Suffice it to say that if a 
child does not show a definite domi- 
nance, it is advisable to proceed care- 
fully and to solicit expert advice. In 
working out a program for the young 
child, the well-trained occupational 
therapist, or physical therapist. or a 
general medical advisor may be help- 
ful. 

Level V: Includes the feebleminded 
children who do not talk because they 
have nothing to say and nothing to 
say it with. The need for patience in 
working with these children is to be 
stressed. It is to be considered that 
when we put on braces and prescribe 
physical exercises we do not expect 
immediate or rapid results. Speech 
certainly entails some of the most in- 
tricate muscular adjustments to be ob- 
served in the functioning of the hu- 
man body, and we cannot expect more 
rapid improvement than with waiking 
or self-help. 


IV 

There are some other difficulties 
which cerebral palsied cases have 
which may be problems for the speech 
therapist. Grimaces, drooling, disturb- 
ances of the voice, lip reading, etc., 
are some of the most common of these. 
As for grimaces, the problem is in- 
dividualistic. Some children can use 
the mirror to very good advantage if 
eliminating grimaces. On the other 
hand, some severe athetoids are upset 
much more than helped by seeing their 
own grimaces. Conscious relaxation 


tends to be most helpful in such in- 
stances. 

Drooling may or may not be a prob- 
lem of habit. It is much easier to 
check if one has the good fortune of 
beginning early. It may help to remem- 
ber that the swallowing reflex is com- 
paratively automatic and that there 
are limitations to its conscious con- 
trol. This is an example of one of the 
things which physiologically normal 
people do without thinking, but which 
the cerebral palsied case must learn 
to do. We must use every possible 
means of getting the idea across to 
such a case that he must practice in- 
itiating the swallowing movement un- 
til it becomes an automatic process. 
This is not easy. Sipping juices, re- 
minding the child to swallow, counting 
and saying the word ‘swallow’ at 
periodic intervals, all may help to 
establish the habit. 

Many of these cases have trouble 
with control of vocal pitch. Some have 
whispered speech, while others may 
tend to talk too loudly, just as some 
of them laugh too loudly or too much. 
Training in conscious relaxation and 
voluntary control might include dis- 
cussing such problems with an older 
child who could give helpful sugges- 
tions rather than criticisms. “Talking 
up’ to the cerebral palsied case often 
brings surprising results. 

All cerebral palsied persons should 
have the benefit of lip reading. By 
means of such training, they may be- 
come more conscious of how import- 
ant lip movements are to clearer 
speech. It is also helpful for them to 
fix their attention while talking to 
some one. They may at times become 
so engrossed in attentive watching and 
listening that they relax and are re- 
lieved of their own feelings of tense- 
ness and of being unfavorably eval- 
uated by their fellowmen. In the case 
of athetoids, training in lip reading 
may increase success in the effective 
articulation of speech sounds. 

So far, practically nothing has been 
said in this article about the place of 














the parent in this whole problem of 
cerebral palsy speech. Parents are 
often very difficult to work with in 
connection with this speech problem. 
Perhaps if we attempted to explain to 
the parent some of the attitudes of 
patience and understanding which are 
promoted in the clinic, we would all 
have much better carryover and clos- 
er cooperation. Until we are willing 
to take complete responsibility for the 
life of the cerebral palsied child, we 
are going to have to work with his 
parents and his home situation. 
V 

Before closing this discussion, I 
should like to mention a few ideas 
relevant to the relationship of this 
kind of speech therapy to the Ameri- 
can Speech Correction Association. I 
feel keenly that each of us working 
with these children has a definite re- 
sponsibility to the Association, to our 
profession, and to the case. There 
should also be a definite link with the 
medical profession. During the past 
few years, I have found the help re- 
ceived from medical men to be in- 
valuable. It does not seem too great 
an assumption to say that speech cor- 
rectionists can return this help. The 
article, “The Physician and the Speech 
Correctionist, by Dr. Lyle Henry, 
which appeared in the March, 1943, 
issue of the Journal of Speech Dis- 
orders, might perhaps be re-read 
periodically with benefit. Members of 
the medical profession can and will be 
of great assistance if we do our part 
and do not attempt to ‘get out of our 
field.” We may sincerely look forward 
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to the time when we, as speech ther- 
apists, may work on medical prescrip- 
tion, just as the physical and occu- 
pational therapists do in dealing with 
organic disorders. We may also look 
forward to schools giving many more 
specialized courses in work with cere- 
bral palsied patients, so that we may 
know a little of what a well-rounded 
program for these individuals really 
entails—the speech, the education, the 
psychological, the physical and the oc- 
cupational aspects of it. No significant 
carry-over can be expected if we do 
not know what each specialist is work- 
ing for. It is true that the progress 
is slow and sometimes discouraging, 
but we must be realistic. Speed is a 
physical impossibility for the cerebral 
palsied child. 

After all is said and tried and ac- 
complished, even though we may take 
just pride in what has been attained, 
there is no group of handicapped 
people which continues to offer quite 
the challenge of the cerebral palsied. 
They do so much with so little. We 
may all help them, but they must ac- 
tually do what is to be done in order 
to attain success. It is impractical to 
attempt too much at one time, or to 
try to work on several things at the 
same time. Getting acquainted with 
the child is important. Training goals 
must be based on what the child can 
accomplish. According to Dr. Phelps, 
‘They all have good points, so capita- 
lize on these good points.’ Help the 
cerebral palsied child to help himself 
by attempting to instill in him the de- 
termination to succeed and to improve 
which is so necessary to his progress. 
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Use of Conversation Patterns 
To Promote Speed and 
Retention of Learning 


WO OF THE MOST persistent 

problems in the field of speech 
rehabilitation are (1) how to get 
transfer of normal speech production 
into real conversation, and (2) how 
to cut down the frequency and extent 
of relapse after clinical training. A 
search in the direction of solutions for 
these problems has been the purpose 
of a research program in which the 
authors have been engaged during the 
past four years. The experimental 
work has comprised 16 six-week pro- 
grams of intensive group therapy. 
Data has been secured on 198 clinic 
patients ranging in age from 5 to 65 
years and representing the major types 
of speech disorders. One of the basic 
assumptions throughout has been that 


“speech rehabilitation must concern it- 


self not only with teaching the patient 
how to produce normal speech, but 
also with teaching him how to use 
normal speech under the stresses and 
strains of every day living. Thus the 
factors of acquisition and retention 
in learning and the relationships be- 
tween the two have been studied as 
they apply to the clinical practice of 
speech rehabilitation. This report is 
a presentation of some of the find- 
ings of that larger study. 


I 


One of the first aspects of clinical 


*Ollie L. Backus (Ph.D., Wisconsin) is 
Assistant Professor of Speech, University 
of Michigan, Ann Arbor. Harriet M. Dunn 
(M.A., Columbia) is Speech and Hearing 
Counselor for the Vermont Association for 
the Crippled. The experimental work was 
done at the University of Michigan Speech 
Clinic of the Department of Speech and 
the Institute for Human Adjustment. 
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practice to be scrutinized was the 
teaching materials traditionally used. 
These have consisted of nonsense syl- 
lables, word lists, jingles, tongue 
twisters, and oral reading of special- 
ly constructed ‘drill sentences.’ These 
are not real speech patterns: they do 
not occur in conversation, they do not 
spring from the urge to communicate, 
they are not accompanied by the at- 
titudes and motor behavior which are 
part of speaking situations. If the 
teaching materials in a speech clinic 
were to consist of real speech re- 
sponses, might not acquisition and re- 
tention of learning be markedly en- 
hanced? 

Ample support for this hypothesis 
was found in the literature on the 
psychology of learning. In discussing 
the problem of transfer of training, 
Webb (10) says: ‘It is an oft repeated 
saying of psychology, “Learn the 
materials in the way you expect to 
use them.” Children must be taught 
to transfer the experiences of the 
classroom if the teacher expects them 
to be able ‘to carry on that type of 
activity in situations outside of the 
classroom.’ He mentions the materials 
used in learning as one of the con- 
ditions which affect the degree of 
positive transfer. Boynton (1), in dis- 
cussing the same subject, says this: 
‘If a teacher wishes to have a trans- 
fer from one situation to another, she 
must organize her work with this 
definitely in mind; she must teach for 
transfer if she is going to attain her 
goal.’ Perhaps one of the reasons why 
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the problem of transfer has been so 
acute in the field of speech rehabilita- 
tion is that pupils have practiced in 
the classroom on materials which are 
not used outside the classroom. An- 
other clue is suggested in the follow- 
ing statements by Washburne (9): 
‘The whole is more than the sum of 
its parts —an action must be experi- 
enced against some background and it 
will be altered by and, in memory, 
more or less attached to that back- 
ground ; —responses are often affected 
by the surroundings of a stimulus as 
much as or more than by the stimulus 
itself.’ This suggests that since prac- 
tice on nonsense syllables, word lists, 
drill sentences, etc. is experienced 
against an artificial background rather 
than a true speaking situation, the 
associations surrounding the stimuli 
do not contribute to the reinforcement 
and transfer of stimuli beyond the 
classroom situation. It seems reason- 
able, therefore, to suppose that real 
speech responses would constitute bet- 
ter teaching materials since they would 
permit setting up of classroom activi- 
ties that parallel more closely the 
true-to-life speaking situations for 
which transfer is desired. 

Clinical practice has clearly relied 
too heavily upon ‘repetition and drill’ 
for both acquisition and retention in 
learning. McConnell (6) states that 
“Too often educational practice is based 
on the tacit assumption that desired 
behavior takes form full blown, so to 
speak, or is produced through the 
medium of some psychological maid- 
of-all-work like repetition.’ He points 
out that ‘growing is not mere accre- 
tion; it is constant reorganization. 
Davis (2) says, “The process of’ 
learning implies something more than 
the acquisition of facts and _ skills 


through mechanized procedures such 
as drill and repetition.’ Lewin points 
out that ‘It is not repetition itself but 
a change in the cognitive structure 
that is essential for learning.’ 

An analysis of traditional clinical 
materials suggested that their major 
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purpose is for providing repetition 
and drill per se. If something more 
than this is required for learning, then 
other materials needed to be found. 
On the positive side, psychologists 
have described conditions under which 
learning does take place effectively. 
Skinner (8) makes the point succinct- 
ly when he says, ‘It is experience with 
insight that educates.’ McConnell (6) 
states, ‘Insightful methods of learn- 
ing should be employed to the max- 
imum extent at all times; learning 
at every level should be creative and 
purposeful; and discovery and veri- 
fication should be substituted whenever 
possible for passive acceptance and 
rote memorization.’ Davis (2), after 
criticizing mechanized procedures as 
quoted above, continues, ‘Instead the 
learner organizes and evaluates learn- 
ing materials, endows them with many 
meanings and interpretations and is 
conscious of working toward goals.’ 
Again he says, “The amount retained 
depends in large measure upon the/ 
meaning which the material has for 
the learner. Meaningful material af- 
fords the learner opportunities for de- 
velopment of meanings and relation- 
ships, thus assuring more thorough 
acquisition and consequently better re- 
tention.’ The repetition of nonsense 
syllables or lists of words, the oral 
reading of drill sentences, the recita- 
tion of jingles, tongue twisters, etc. 
do not lend themselves to insightful 
methods of learning. While the pupil 
probably endows any situation with 
some meanings, it is doubtful whether 
the meanings from such class activi- 
ties are closely tied up with problem 
solving in relation to speech. On the 
other hand, purposeful practice on 
speech responses in carefully con- 
trolled speaking situations should of- 
fer rich possibilities for the pupils to 
gain insight into the solution of their 
speech problems, and to see the re- 
lationship between what they are do- 
ing in a practice situation and what 
they are called upon to do outside. 


The development of meanings and 


o- 
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insight implies direction in the learn- 
ing and organization of materials and 
activities. Lewin (5) emphasizes the 
fact that ‘behavior results from forces 
which have direction.’ Hartman (3) 
states, ‘Present learning is less de- 
pendent on previous experience and 
the adequacy of earlier skills and in- 
formation than upon the clarity, field 
properties and excellence of organi- 
zation of the learning material itself.’ 
Lawther (4) speaks of ‘hierarchies 
of organization in perceptual learn- 
ing, McConnell (6) of ‘constant 
reorganization.’ Clinical practice is 
open to criticism on this score too. 
Too often it has begun with exercises, 
continued with similar exercises, ended 
with the same type of exercises, leav- 


ing the problems of retention and 


transfer to parents and classroom 
teachers who are untrained in the 
clinical field. An even more serious 


criticism lies in reversing the normal 
direction in which learning takes place. 
As Washburne (9) points out, ‘Learn- 
ing is differentiation; mental develop- 
ment a process of moving from the 
vague to the particular.’ Clinical teach- 
ing too often has started with the par- 
ticular rather than with the vague; e.g., 
with a speech sound which is defec- 
tive or with a syllable or a word out 
of context, rather than with the whole 
response pattern. Again, it seems rea- 
sonable to assume that the use of 
real speech responses as teaching mate- 
rials should offer potentialities for 
establishing the normal order in the 
learning process and for progressing 
to increasingly higher levels of or- 
ganization. 


II 


Thus experimentation began in the 
use of real speech responses as teach- 
ing materials. The unit of speech was 
conceived to be not the sound, not 
the syllable, not the word out of con- 
text, but the phrase, or whole pattern 
that is uttered in response to the urge 
to speak. It may consist of only one 
word, such as the response ‘Hello’; 
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it may consist of several words, such 
as the response ‘on the table’; or it 
may consist of what is called a com- 
plete sentence, as the response ‘May I 
have a pencil?’ Such phrases, or 
speech patterns, actually occur in con- 
versation; they take place against a 
background of real speaking situa- 
tions; they spring from the urge to 
speak and are part and parcel to the at- 
titudes and behavior which stem from 
that urge. They are units of speech in 


this larger sense. And so the teaching > 


materials for all ages and types of 
defects have been based upon the con- 


cept of such a speech unit: the phrase- 


response-in-a-situation. 

This involves the use of such con- 
versation patterns as the exchange of 
greetings, introductions, asking and 
answering questions, shopping, table 
conversation, etc. The use of such 
conversation patterns does not mean 
that class activities are composed of 
“free conversation” or “just talking.” 
On the contrary the learning situa- 
tion must be very carefully controlled, 
both as to speech and activity. For 
older children and adults, sample re- 
sponse patterns are written on lesson 
sheets, but to be said and not read; 
for young children the response pat- 
terns are suggested by the teacher’s 
own response as she starts the activity. 

Instruction based on the use of such 
materials begins with the whole rather 
than with particulars: with the fact 
of participation, the relationship of 
speech to the whole response, the 
characteristics of normal speech and 
the recognition of speech errors as 
shown in the whole speech patterns, 
the setting up of problems to be solved. 
It starts from the first with a type 
of activity which has meaning for 
the learner and which has potentialities 
for developing more meanings and 
more insight into the problem-solving 
behavior which must take place in 
order to achieve the goal of use of 
normal speech. It immediately attacks 
the problem of transfer of training 
by selecting for practice a response- 
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in-a-situation which the individual ac- 
tually uses in everyday life. It pro- 
vides purposeful practice without the 
undesirable features of mere ‘repeti- 
tion and drill’ by varying the speak- 
ing situations while keeping the re- 
sponse constant, and this too increases 
the degree of transfer. For example, 
in the programs of intensive group 
therapy at the clinic, introductions are 
used early in group speech class for 
practice in producing normal speech 
patterns; they are used in conversa- 
tion drill class for practice in produc- 
ing the patterns in more complex vet 
carefully controlled situations; they 
are used in real social situations in the 
Clinic where the social pressure is 
greater and not so rigidly controlled 
vet subject to group preparation he- 
forehand and group evaluation after- 
ward; and they are used in real situa- 
tions outside the clinic where each 
person must: control and evaluate the 
experience himself yet report back to 
the group on the degrees of success 
and failure. Such practice provides re- 
inforcement in a meaningful way—one 
in which the learner can achieve the 
constant reorganization necessary in 
learning. 

When acquisition is conceived as 
something more than the ability to re- 
peat sounds or recite drill sentences, 
when it is conceived as the ability to 
use normal speech patterns in the 
stresses and strains of everyday liv- 
ing, then problems of ‘socialization are 
frankly accepted as part and parcel of 
speech rehabilitation. For most adoles- 
cents and adults with defective speech, 
even the most common social situa- 
tions have become highly charged with 
stimuli for acute emotional response. 
Such field forces are almost bound to 
produce disorganization of the speech 
function, no matter how controlled it 
may have been in ‘practice’ conditions. 
If any degree of positive transfer is 
to take place, the patients must become 
‘desensitized’ to these social pressures. 
Instruction based upon real speech 
response-situations is able to make a 


direct attack on these problems as 
part of the regular class procedure. 
When clinic patients engage in these 
situations repeatedly, with careful ob- 
servation and evaluation, they learn to 
reorganize their total bodily responses 
so that they actually experience less 
social pressure and are better able to 
handle that which remains. As they 
develop attitudes and habits of par- 
ticipation instead of withdrawal, and 
as they gain poise and confidence that 
their behavior is socially acceptable, 
they actually create for themselves a 
more favorable environment and 
speech break-downs tend to disappear. 
Even young children experience these 
social pressures, although by and 
large not to the extent that older per- 
sons do. Such instruction is definitely 
a part of the program for children, 
however, because it serves both to 
correct these problems where they do 
exist and to prevent such problems 
from arising. 

Early experimentation with persons 
of various ages and types of defect 
yielded convincing evidence that the 
use of real speech responses in speak- 


ing situations had definite advantages _/ 


over other kinds of teaching materials. 

\Motivation was higher; initial ac- 
quisition on practice material was as 
fast or faster, spread to other mate- 
rials was greater, retention was better, 
transfer to other situations markedly 
enhanced. It was clear, however, as 
one would expect, that the mere use 
of speech responses would not solve 
the problem; that the selection and 
graduation of responses must neces- 
sarily be an important area of investi- 
gation. Thus the experimentation be- 
came increasingly concerned with these 
problems. 


III 
A variety of factors, such as the 
following, have been found to be im- 
portant in selecting the responses to 
be used as teaching materials: 
/i1,. Patterns most frequently used 
{in conversation. Some of the first 
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questions to arise, naturally, were: 
What do people say most frequently? 
Can speech patterns be organized in- 
to some usable classification? Is there 
a sort of core, somewhat analogous to 
the concept of ‘basic vocabulary’ in re- 
gard to single words, which would 
furnish a legitimate starting point for 
getting some order into the vast realm 
of ‘conversation’? Little research on 
this subject has been published. One 
study of the conversation patterns of 
children has been completed; several 
more are in progress ; many more need 
to be made before conclusive answers 
can be given to these questions. Mean- 
while, certain assumptions have been 
made and tested and revised continu- 
ously in the light of careful observa- 
tion in clinical practice. Thus it has 
been assumed that those speech pat- 
terns which make up conventionalized 
responses, idiomatic speech, small talk, 
etc., would constitute a basic organiza- 
tion. Because the unit of speech is 
conceived to be the yhrase-response- 
in-a-situation, classification has been 
undertaken on a situation basis. The 
tentative classification now used is as 
follows: greetings, introductions, ask- 
ing and answering questions, shopping, 
ordering (restaurant, soda bar, etc.), 
table conversation, invitations (ask- 
ing, accepting, declining), expressions 
of appreciation (giving and receiv- 
ing), arrival and leave-taking, favors 
(asking and replying), apologies (ex- 
pressing and accepting), directions 
(asking and _ giving), telephoning, 
messages (leaving and taking), small 
talk (to fill in time, put others at ease, 
get acquainted). These response-situa- 
tions occur routinely and with great 
frequency in every day living. The 
simpler patterns in each category are 
used alike by persons of various ages, 
and by persons possessing various de- 
grees of cultural and intellectual back- 
ground. Hence such teaching materials 
are applicable to all types of patients 
and provide a means of welding into 
a group persons with different back- 
grounds and types of disorders. Fur- 
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thermore, these are undoubtedly the 
most nearly automatic of any speech 
responses and thus when positive 
transfer is made on these the chances 
of retention appear to be best. 

The particular patterns selected 
should be those which actually occur in 
ordinary informal speech, so that the 
urge to respond will be naturally and 
not artificially induced. For example, 
phrase responses to questions should 
be selected instead of complete sent- 
ence responses; e.g., in response to 
the question, ‘What time are you go- 
ing?’ the usual answer is ‘Four o’clock’ 
instead of ‘I am going at four o’clock.’ 

Only a few speech patterns from 
any one category need to be selected 
for initial practice, because while the 
particular combination of words varies 
with the particular occasion the gen- 
eral pattern remains the same; e. g., 
in invitations, the words ‘Will you 
come over on Friday evening?’ can be 
changed to ‘Won’t you come over on 
Wednesday night?’ without destroy- 
ing the pattern. Further selections 
will need to be made from this broad 
classification, of course, depending 
upon the needs of the persons in the 
group and the teaching situations 
selected to meet those needs. For ex- 
ample, in teaching children, the mate- 
rials are drawn heavily from asking 
and answering questions. These pat- 
terns lend themselves to the type of 
activity which is desirable in the 
learning situation for children, and 
also provide controlled responses espe- 
cially suited to the needs of a group 
composed largely of pupils with arti- 
culatory defects. 

2. “Patterns phonetically simple to » 
execute. One of the important con- 
ditions of learning is that the pupil 
should proceed from the simple to 
the more complex, that he learns 
faster and better if he proceeds from 
success to success. Since he is learn- 
ing a motor skill requiring a fine de- 
gree of muscular coordination, he 
should start with speech patterns that 
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are phonetically simple for him to 
execute as a whole. This principle is 
diametrically opposed to that tradi- 
tionally held in constructing teaching 
material. An analysis of the common- 
ly used ‘drill sentences’ shows them to 
be constructed obviously with but one 
purpose—that of repetition. For ex- 
ample, sentences for use with lispers 
are ‘loaded’ with s sounds. Applying 
the principle of helping the pupil to 
proceed from success to success means, 
on the contrary, that the s sound 
should appear only once in a response 
and should appear in the simplest pos- 
sible combination. Instead of strug- 
gling to utter some sentence like ‘Susie 
sat on the steps in the sun,’ the pupil 
would learn to say first a response 
like ‘Yes.’ Not only is there but one 
s sound in the response, there are no 
other phonetically difficult sounds in 
that phrase. Because clinical experi- 
ence has indicated that many sounds— 
perhaps all, we aren’t sure yet—are 
produced at first more easily at the 
end of a response, speech patterns 
containing the sound at the end are 
used first, such as ‘Yes,’ ‘in the house,’ 
‘on my face,’ etc. Then responses are 
used which contain the sound medial- 
ly, such as ‘Yes, I do,’ ‘Will you pass 
the milk,’ ‘I saw a——,’ etc. Because it 
has been found that s sounds rarely 
begin a phrase, true initial s’s in the 
phrase are not taught ordinarily. 

It has been found that controlling 
the degree of difficulty of the responses 
increases the speed as well as the re- 
tention of learning because pupils are 
able to meet with greater success and 
not experience the frustrations and 
disorganization of responses that have 
occurred with the use of the more 
difficult traditional drill material. Fur- 
thermore, the distortions which have 
so frequently come from efforts to 
make the too difficult responses are 
markedly cut down. 


Selection of responses can usual- 
ly be made with due regard for: pho- 
netic simplicity. When a choice must 
be made, however, between selection 
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of speech patterns which are phoneti- 
cally simple and those which are most 
commonly used or are more strongly 
associated with general bodily activ- 
ity, then the choice is made against 
phonetic simplicity. For example, the 
response ‘please’ contains a final z 
sound but contains also an / which is 
often defective also. While from that 
point of view it would be better in 
teaching the < sound to choose an- 
other response, the response ‘please’ 
is so basic in the realm of conven- 
tionalized speech that it is taught 
nevertheless. 


3..Reinforcement on one response 
instead of many. The experimental 
work with aphasic patients made 
increasingly clear the fact that the 
concept of providing ‘rich’ associa- 
tions in the sense of ‘many’ needed 
to be revised to mean rather rich in 
the sense of a ‘few’ associations that 
are ‘strong.’ Such a concept was also 
discernible, up» careful observation, 
in the learning process of other clinic 
patients. This concept suggested a need 
for further change from traditional 
clinical practice. 

The usual procedure has been to 
focus attention on the sound to be 
learned ; e. g., the s sound, by drilling 
on many words containing s. While it 
is true that these words can be learned 
and uttered with facility in the drill 
period, they are not readily trans- 
ferred. Thus experimentation began 
with the use of one response which 
was reinforced until its use became 
automatic. In the case of the s sound, 
the one response (or key response) 
used is ‘Yes.’ Then the response is 
modified to ‘Yes I do,’ ‘Yes I will,’ 
‘Yes I can,’ ‘Yes you may,’ etc. The 
situations and activities used to elicit 
the response are varied but the re- 
sponse itself remains constant. This 
experimentation is still going on in 
an attempt to find the most effective 
key responses for use in teaching other 
sounds. For example, at present we 
are using either ‘are’ or ‘where’ in 
speech patterns for the r sound; for 
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example, ‘Yes they are’ or ‘Where is— 
(the book, etc.)’ ‘Are’ is better in 
the phrase just mentioned because it 
is final, whereas ‘where is’ involves a 
medial r. These responses are prefer- 
able to some others because they are 
so common in basic conversational 
speech and can appear in the patient’s 
speech even more frequently if he 
voluntarily creates situations in which 
he can use them. 


The results of using a key response 
until it becomes automatic are very 
striking. The response becomes auto- 
matic in a comparatively short time, 
not only in the clinic situation but out- 
side as well. For example, one child 
came up to the teacher to relate some 
happening at home. In his excitement 
he distorted speech patterns more than 
usual but when he replied ‘Yes’ to 
several of the teacher’s questions about 
the situation, the pattern on ‘Yes’ was 
normal, even though he obviously was 
not thinking consciously of speech. 
Another boy kept the ‘Yes’ responses 
to questions even in temper tantrums. 
Mothers report that the ‘Yes’ re- 
sponses at home are habitually nor- 
mal. One mother said that even when 
her son was half asleep and was asked 
a question like ‘Do you want a glass 
of water?’ he always used the normal 
pattern in ‘Yes.’ Another child had 
a nightmare one night and the coun- 
selor tried to awaken him by calling 
his name several times. Each time he 
responded with a normal pattern in 
‘Yes.’ 

Not only does the key response be- 
come automatic but it becomes a 
stimulus within the individual him- 

‘self for the spread of normal s sounds 
to other words and speech patterns. 
For example, during the second week 
of a recent training period, one little 
girl was asked why she was waiting 
on the porch of the clinic. She re- 
plied, ‘For a taxi’ and made the s 
sound normally even though that word 
had not been introduced in the train- 
ing period. Mothers report each week 
new words containing s that their 
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children have made correctly and with 
no outside urging. How much better 
to have: the carry-over come from 
within the patient himself than to re-z~ 
ly for transfer on constant correction 
from parents and teachers, a method 
which has been tried and found want- 
ing as a solution to the problem of 
transfer. Clearly there is more to 
learning normal speech than just ac- 
quiring the motor ability of produc- 
ing normal patterns and being ex- 
posed to ‘ear training’ exercises. 
Learning the speech-response-in-a-sit- 
uation, keeping the response constant 
but attaching it to a variety of situa- 
tions until it becomes automatic has 
been demonstrated to have more mean- 
ing and greater transfer value for 
the patient; hence, the results come 
more quickly and are more lasting. 
4. Ease with which speech patterns» 
can be adapted to the teaching situa- 
tion. Since only a few speech responses 
out of the many that are possible 
need to be used in this type of teach- 
ing, it is important to select those re- 
sponses which lend themselves to ef- 
fective treatment in the classroom 
situation. This is especially true in 
planning instruction for children. For 
example, real situations and activities 
can be set up to get s responses, ‘Yes,’ 
‘in the house,’ ‘on my face,’ etc., in 
answer to questions. On the other 
hand, it has not been so easy to set 
up a real situation which would elicit 
the urge to respond with ‘so do I.’ 
Thus, although this has been found 
to be a common response in children, 
it has been discarded as a key response 
for the present and left to that larger 
group of speech patterns which the 
child will eventually learn to say for 
himself. 

The teacher’s skill in handling 
materials in the teaching situation is 
as important as the selection of the 
material itself. Obviously, the re- 
sponses must be carefully controlled. 
The activity must call forth the re- 
sponses desired and do it many times 
in the course of the class period. The 
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situations themselves should be ex- 
tremely simple, both for the sake of 
the pupils’ success and so that their 
major attention will be focused on 
problem solving in relation to speech. 
The situations must contribute to so- 
cialization, must provide for indi- 
vidual differences and needs, must be 
geared to the interests and abilities of 
the pupils, and must lend themselves 
to insightful methods of learning. It 
is possible to achieve these require- 
ments by very careful planning be- 
forehand and by skill on the part of 
the teacher in selecting the responses 
and situations, in setting the pattern 
of behavior at the beginning and in 
guiding the class activity throughout. 

The gradation of materials and 
activities has been shown to be an ex- 
tremely important factor also in speed 
and retention of learning. Some as- 
pects of gradation as they are close- 
ly bound up with selection of_re- 
sponses, have been mentioned. Fur- 
ther study of this problem is in pro- 
gress. 

CoNCLUSIONS 

1. Real speech responses are su- 
perior to traditional teaching mate- 
rials. 

2. The unit of speech should be 
the phrase-response-in-a-situation. 

3. Practice material should contain 
at first but one occurrence of a sound 
to be learned instead of the traditional 


custom of ‘loading’ sentences with a 
particular sound. 

4. One response should be rein- 
forced until its use becomes auto- 
matic instead of the usual practice of 
drilling on many responses. 
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The Etiology and Nature of 
Functional Articulatory Defects 
In Elementary School Children 


N AN ARTICLE (6) preceding 

this one, functional articulatory de- 
fects were defined as any phonetic 
lapses, substitutions, omissions, or dis- 
tortions of sounds for which there is 
no apparent cause. There is, of course, 
an immediate reaction to such a defi- 
nition: There must be a cause. We 
have simply not looked carefully 
enough. Although many authors have 
described the possible causes of this 
type of defect there has been little 
dene to substantiate any of the causes 
suggested. 


Statement of Purpose 

The purpose cf this research is to 
study the presence of other measur- 
able factors in relationship to the pres- 
ence of functional articulatory defects 
and to the effectiveness of speech re- 
education. The effectiveness of speech 
re-education for functional articula- 
tory defects was considered in the 
previous paper (6). 

In consideration of this problem the 
questions that arise are: 

1. To what extent is speech improve- 
ment, made by a group given speech re-edu- 
cation, correlated with, and to what extent 
can it be predicted from, the following fac- 
tors: mental age, intelligence quotient, 
chronological age, auditory memory span, 
ability to discriminate between sounds, kin- 
aesthetic sensitivity and social maturity? 


*Gladys Reid (Ph.D., Wisconsin) is at 
present Assistant Professor in the Depart- 
ment of Education of Handicapped Chil- 
dren, New York State College for Teach- 
ers, Buffalo, New York. This is the first of 
two articles drawn from the author’s Doc- 
toral dissertation which was completed in 
August, 1945, at the University of Wiscon- 
sin. The research was directed by Dr. 
Robert West. 
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2. To what extent is speech improve- 
ment, made by a group given speech re-edu- 
cation, correlated with, and to what extent 
can it be predicted from growth in the fol- 
lowing factors: dentition, height, weight, 
strength of grip-and neuromuscular control 
(including speed of pencil tapping, jaw 
movement, brow movement, sucking, swal- 
lowing and lip movement) ? 

3. To what extent is articulatory ability 
correlated with, and to what extent can it 
be predicted from, the following factors: 
intelligence quotient, chronological age, 
mental age, auditory memory span, ability 
to discriminate between sounds, kinaesthetic 
sensitivity, social maturity, height, weight, 
strength of grip, dentition and neuromus- 
cular control (including speed of pencil 
tapping, jaw movement, brow movement, 
sucking, swallowing and lip movement) ? 


Previous Investications 

In 1929 Berry and Stoddard (2), in 
considering the extent to which fac- 
tors other than speech correction con- 
dition improvement in articulation, 
concluded : 


In both the experimental and control 
groups positive correlation was found be- 
tween the extent of the defect and the 
amount of improvement... . The lispers of 
low intelligence made a smaller average 
improvement than those of higher intelli- 
gence. ... No significant relationship was 
found between amount of improvement and 
chronological age. . . Those children who 
heard only English at home made greater 
improvement than those who heard foreign 
language at home. .. There was no marked 
sex difference in the amount of improve- 
ment made. The girls made a slightly 
greater gain. ... The speech improvement 
in lispers of like extent of defect was found 
to be conditioned only to a slight degree by 
comparisons in intelligence, age, home, lan- 
guage, sex as compared with corrective 
training in speech improvement classes. 


Wellman, Case, Mengert and Brad- 
bury (9), in a study of the speech 
sounds of 204 children from two to 
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six years of age, found a high relation- 
ship between chronological age and 
ability to give the sounds correctly. 
No relationship was found between 
correctness of articulation of speech 
sounds and introversion-extroversion 
ratings, size of vocabulary, or number 
of older children in the family. No 
relationship was found between arti- 
culatory correctness and height and 
weight. There was a significant posi- 
tive relationship between motor per- 
formance on tracing path and perfora- 
tion tests and total number of sounds 
correct, both of which are highly cor- 
related with chronological age. Pairs 
of children of the same sex who were 
similar in the production of speech 
sounds were found to differ consider- 
ably in chronological age, mental age, 
introversion-extroversion ratings, 
height, weight, sitting height and peli- 
disi. Pairs of children selected on the 
basis of similarity in chronological age 
and mental age were found to differ 
considerably in the number of speech 
sounds given correctly. 

Thus, it may he seen that we do not 
have a great deal of data concerning 
this problem of the relationship of 
measurable developmental factors to 
speech maturation. The problem of the 
etiology of functional articulatory de- 
fects also has been slighted in the lit- 
erature; there are, however, causes 
for this type of defect listed in sev- 
eral texts in the field of speech path- 
ology and correction which have not 
been adequately substantiated by re- 
search. 

Current Opinion 

In discussing the causes of baby 
talk, Peppard (5, 93) says: 

Baby talk is the result of erroneous in- 
terpretation and production of sounds. The 
instances in which mental and physical de- 
fects accompany baby talk are rare. Erro- 
neous auditory and motor (kinaesthetic) 
images are often early established as a re- 
sult of the well-meant but foolish prattle 
of parents. 

Children are not born with speech im- 
ages. They acquire them through the audi- 
tory sense.... There also exists the condi- 
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tion in which erroneous impressions are 
formed in a child who is surrounded by 
normal speech environment. This may be 
due to a weak coordination between the 
auditory interpretation and the motor pro- 
duction of sounds; or the child may occa- 
sionally hear a small amount of baby talk 
from the nurse, indulgent relatives, or other 
children. Regardless of what particular con- 
dition may be the cause of the baby talk, the 
fact remains that the fault must be either 
with the stimulus or the connection clear 
through, if the response is erroneous. 


Van Riper (8, 219) says: 

Besides the organic factors previously de- 
scribed, we have a large number of func- 
tional causes of which we must take care. 
Among these are cmotional maladjustment, 
imitation, poor speech standards in the 
home, improper training, poor auditory dis- 
crimination, developmental interruption, 
short auditory memory span, and a lack of 
motivation. 

Emotional maladjustment may produce 
articulatory defects in so many ways that 
it is impossible to describe them completely. 

Some of the possible causes that 
Backus (1) lists are of interest to 

The first is short auditory memory 
span. This ‘means that the child’s 
range of memory for the time order 
of sounds has not developed normally 
for his age. The symptoms are nu- 
merous sound substitutions, chance 
substitutions in single words and/or 
frequent reversals’ (1, 133-134). 

As a second cause she lists environ- 
mental factors: 

‘Baby talk on the part of parents has long 
been considered a cause for articulatory 
defects. Certainly, if the child hears his 
own earlier pronunciations repeated con- 
stantly by others, he is deprived of the good 
speech models which are necessary to pro- 
gressive speech development. Undoubtedly 
this has been overemphasized as a cause, 
particularly since parents quite generally 
realize the inadvisability of such talk on 
their part. The attitude of many parents 
that sound substitutions are cute and their 
conscious or unconscious desire to perpetu- 
ate those childish attributes have resulted 
in many cases of infantile speech.’ (1, 135). 

Backus also includes in her list of 
causes of articulatory defects what 
she calls ‘chance conditioning.’ As this 
is the first time this idea has appeared 
in the literature it may well be con- 
sidered in detail. Backus discusses the 
term ‘chance conditioning’ as follows: 
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It may well be a ‘catch-all’ for cases 
whose cause we do not know or do not take 
the trouble to find. However, there are at 
the present time at least, many so-called 
minor articulatory defects which can be ex- 
plained only by the term chance condition- 
ing. Why, for instance, should a_ child 
whose speech is otherwise normal and 
whose anatomical psychological, and neu- 
rological mechanism is apparently sound, 
have a lateral lisp on [s] and PEEP ss It 
seems necessary to predicate the factor of 
chance conditioning as one of the causes of 
articulatory defect. (1, 136). 

Since this type of articulatory de- 
fect is of greatest incidence in the 
population then it would seem to the 
writer that ‘chance conditioning’ is 
not only one of the causes of articula- 
tory defects but that it is the greatest 
cause. However, since the ascribing of 
phenomena to chance violates a rather 
fundamental scientific principle, we 
would prefer that rather than use the 
term ‘chance conditioning’ in reference 
to the causation of functional articu- 
latory defects, we use the term ‘un- 
known causation.’ albeit, we hope, not 
unknowable. 

Perhaps the most complete and com- 
prehensive statement on the nature 
and cause of functional articulatory 
defects is that found in the Rehabilita- 
tion of Speech by West, Kennedy and 
Carr (9): 

The child reaches a stage, imperfect 
though it may be, when to express his phys- 
ical and emotional needs he uses purposeful 
articulation as a control of his environment. 
Because these sounds involve many delicate 
complicated, coordinated movements of the 
articulators, children find difficulty in ma- 
nipulating the mechanism of speech. The 
ability of the ear to discriminate between 
sounds closely resembling each other has 
not yet been developed; the ability to imi- 
tate exactly what is heard and seen is not 
yet possible, for the muscles are still in- 
capable of delicate adjustments and coordi- 
nations. These difficulties result in substitu- 
tions which constitute real baby talk, a 
stage to be expected from any child, and 
perfectly normal in the growth toward ma- 
ture speech. ... This baby talk does not 
make the young child a ‘speech defective,’ 
for he is in a normal stage of his develop- 
ment, but it does make him a subject for 
training to aid in gaining control of his ar- 
ticulators. 

Since he acquires his speech in the home 
through more or less casual training .. . 
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faulty habits may be fixed that will be dif- 
ficult to eradicate, and the child may later 
be properly classed as a speech defective. . . 

We find both the normal baby talker and 
the ‘baby-talker’ in the public schools. Chil- 
dren entering the kindergarten may still 
normally use baby speech, even though they 
are accustomed to hearing acceptable mod- 
els in the home. ... Some of these children 
might develop speech defects . . . although 
most children eventually develop adult 
speech (9, 301, 302). 

Although these authors ascribe no 
etiology or pathslogy to functional ar- 
ticulatory speech defects they do warn 
that ‘if baby talk is encouraged by the 
adults or other children in the family, 
faulty habits are fixed that will be 
difficult to eradicate, and the child 
may later be properly classified as a 
speech defective.’ Also if ‘because of 
the deviation of the usual speech 
sounds, there develops a feeling of 
inferiority or some other undesirable 
emotional slant, the mere defect as- 
sumes the state of a disorder and the 
task of eradicating the defect and of 
inducing a more wholesome adjust- 
ment to the defect is more than 


doubled’ (9, 301). 


PROCEDURE 

In an attempt to determine what 
factors, if any, might be of im- 
portance in speech re-education and 
related to improvement in articulation, 
correlations were run between meas- 
ures of speech improvement in the 
experimental group and several other 
measurable variables. The experimen- 
tal group consisted of 38 children, 
described in a previous paper (6), 
for each of whom two speech scores 
had been obtained. One of the speech 
scores preceded and the second fol- 
lowed a program of speech re-educa- 
tion. 

Height and weight scores were ob- 
tained from the school records for 
each child in this group. One score 
was obtained at the beginning and 
one at the end of the experiment. 

Dental scores were obtained for each 
child in the experimental group at the 
beginning and end of the experiment. 
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The dental score consisted simply of 
the number of permanent teeth erupted 
et the time the count was taken. 

Two dynamometer scores were ob- 
tained at the beginning and end of 
the experiment. Each subject was giv- 
en six trials (three for each hand) 
and the Ee reading for each hand 
was recorded. 

Six scores of neuromuscular con- 
trol were obtained for each child 
the beginning and end of the experi- 
ment. The procedure used in testing 
neuromuscular controls was as fol- 
lows 


1. The children were asked to click their 
teeth together as rapidly as possible. As this 
‘licking sound was clearly audible, the num- 
ber of jaw movements per second was eas- 
ily obtained by simply counting the number 
of clicks per 15 seconds and dividing the 
total by 15. 

2. The children were asked to tap a pen- 
cil as rapidly as possible for 15 seconds. In 
most cases it was possible to count the 
number of taps. Those children whose 
movements were too rapid to be counted 
were required to tap the pencil on a sheet 
of white paper. This paper’ was moved 
slowly along the table by the examiner so 
that the black dots left by the pencil could 
be counted. The score was obtained by di- 
viding the total by 15. 

3. Each child was asked to raise and 
lower his eyebrows as rapidly as possible 
for 15 seconds. The score was obtained by 
counting the total number of brow move- 
ments and dividing by 15. 

4. In the lip movement test the subject 
was asked to say ‘boy’ repeatedly as rapidly 
as possible for 15 seconds. A count was 
made and the total divided by 15. 

5. In the sucking test each subject was 
provided with a straw and a paper cup con- 
taining seven ounces of water. The length 
of time it took to suck up all the water in 
the cup was measured by a stop watch. The 
score was the number of seconds the sub- 
ject required to empty the cup. 

6. The swallowing test was like the suck- 
ing test in that each child was given a cup 
of seven ounces of water. However, instead 
of using a straw they were asked to drink 
the water in the cup as quickly as possible. 
The score is the number of seconds the 
child required to empty the cup. 


In all of the neuromuscular tests 
each subject was given one trial. The 
children were interested and eager to 


try, accepting the tests as competitive 
games. 

The test for auditory memory span 
was taken from Fontaine’s (3) study. 
One measure was obtained for each 
child. 

One measure of sound discrimina- 
tion ability was obtained for each sub- 
ject. The test and scoring were those 
developed by Templin (7) for elemen- 
tary school children. 

Personality scores were obtained 
for each subject. The California Test 
of Personality was administered. As 
the subjects ranged in grade level 
from grade one through grade seven 
it was necessary to use two forms of 
the test, the primary and elementary 
forms. 

One score of Iinaesthetic sensibility 
was obtained on each child in the ex- 
perimental group. The test and scor- 
ing were those developed by Pat- 
ton (4). However, the writer thought 
that the test should include items in- 
volving the speech mechanism which 
would test kinaesthesia, so three items 
were added to the test. This increased 
the number of items from seven to 
ten. Two points were scored for each 
item correctly performed, and _ the 
highest number of points that could 
be scored was 20. 

STATISTICAL ANALYSIS 

The factors described above and 
which the author attempted to test 
were selected because they are fre- 
quently considered in the diagnosis, 
prognosis and therapy of functional 
articulatory cases, and also because 
they have been so frequently men- 
tioned in the literature as being sig- 
nificant in the consideration of func- 
tional articulatory disorders. 

Table 1 should be interpreted as 
follows: The first column contains 
the variables correlated with speech 
improvement, the second column the 
coefficients of correlation, the third 
column the probable errors for those 
coefficients which were significant, 
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and the fourth column the number of 
cases. 

It will be noted that the initial 
scores were held constant for each of 
these correlations. For the correla- 
tions between auditory memory span 
and speech improvement, both initial 
score and chronological age were held 
constant. It was thought that there 
might be a relationship between 
chronological age and auditory mem- 
ory span. 

All of the coefficients shown in 
Table 1 are low and _ insignificant, 
with the exception of two. When 
speech improvement is correlated with 
intelligence quotient, holding the initial 
scores constant, r equals 34 +.09; 
with N equaling 38, the coefficient re- 
quired for significance at the 5% level 
is .32. When speech improvement is 
correlated with ability to discriminate 
between speech sounds, holding initial 
speech scores constant, r equals 
37. +.094. Here also r is low but 
above what is required for significance 
at the 5% level.? 

In an attempt to determine whether 
growth in any of several variables 
might be related to improvement in 
articulation, correlations were run be- 
tween speech improvement and growth 
or increase in several other variables. 
Initial scores were held constant in 
all of the correlations. 

These corrections are shown in 
Table 2. 

TABLE 1. Coefficients of correlation between 


speech improvement and other varia- 
bles, holding initial speech scores con- 

















stant. 

Variable | r y ofr| N 
Mental Age.................... .02 38 
Intelligence Quotient....... oe .34 + .095 | 38 
Chronological Age.......... ae .02 38 
Auditory Memory Span..... —.21 38 
Speech Sound Discrimination .37 +.094 38 
Kinaesthetic Sensibility........ .27 | 38 
| Se .23 38 








*The Pearsonian product-moment for- 
mula was used throughout. 


TABLE 2. Coefficients of correlation between 
speech improvement and growth in the 
listed factors, holding initial scores 























constant. 

Variable r N 
po RE eee uaadaec cvssorel =. 08 37 
Swallowing speed .......... SE Se. SES) .03 37 
Pencil tapping .. scimidiabsaaassvextavecas .13 37 
Sucking speed ................s0:0000+ . ; -02 37 
JAW MOVEMENES ........0.000.csecsececessrsesees .28 32 
Brow movements .... Sioa - .07 37 
Be ahciccnastnntthecisdtcasncaniethecvencencnee | —.06 38 
Weight .......... we ainda .02 38 
Lip movements .................. Tee Fo 37 
Grip strength idee —.09 36 





Table 3 shows coefficients of cor- 
relation between original speech scores 
and all the other variables measured. 
All of the coefficients with the excep- 
tion of two are low and insignificant. 
There is a low positive correlation of 
39 +,092 between chronological age 
and original speech scores. At the 5% 
level this is significant. There is a 
fairly marked positive correlation be- 
tween ability to discriminate between 
speech sounds and initial speech 
scores: .48 +.085. This is significant 
at the 1% level. This correlation is 
interesting insofar as the correlation 
coefficient between ability to discrimi- 
nate between speech sounds and 
speech improvements is also signifi- 
cant, .37 +.094. 

TABLE 3. Coefficients of correlation between 


original speech scores and _ factors 
listed, holding chronological age con- 








stant. 

Variable r | P.B. N 
Intelligence quotient .16 38 
Chronological age........ .39 | +.092 | 38 
Mental age.............. -29 | 38 
Auditory memory span 24 38 
Speech sound discrimination 48 + .085 | 38 
Sucking speed.. 7 —.33 37 
Swallowing speed . | —.21 37 
Pencil tapping rate.... 15 38 
Jaw movement rate 29 | 32 
Brow movement rate...... .29 | 37 
sa iaiiininic.ctesatnslicaadbclacnasionin 18 | 38 
Weight ane abhinanaiaiol 27 38 
Personality Sik icste an | 18 38 
Grip strength... eke 14 | 36 
eee . 38 
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SumMMARY, CONCLUSIONS AND 
IMPLICATIONS 

The purpose of this research was 
to study the presence of measure- 
able developmental factors in rela- 
tionship to the presence of func- 
tional articulatory defects and the ef- 
fectiveness of speech reeducation. To 
accomplish this several data were col- 
lected for each subject in an experi- 
mental group. Two articulation scores 
were obtained for each child in the 
experimental group, one at the begin- 
ning of a five month period of train- 
ing and the other at the end of the 
period. 

Insofar as the purpose of this study 
is concerned the results are perhaps 
somewhat different from those which 
might have been expected on the basis 
of current thought in the field of 
speech correction. To the extent that 
the sample of children selected was 
adequate and the instruments valid 
and reliable, the obtained correlations 
among the various factors indicate the 
following conclusions. 

1. There is a low positive relation- 
ship between chronological age and 
articulation ability. 

2. Articulation ability is not related 
to and cannot be predicted from in- 
telligence when the level of intelli- 
gence is above that indicated by an 
intelligence quotient of 70. 

3. Insofar as physical measure- 
ments are concerned, articulation abil- 
itv is not related to and cannot be 
predicted from _ height, weight, 
strength of grip and dentition. 

4. Length of auditory memory 
span, degree of neuromuscular con- 
trol, and degree of kinaesthetic sensi- 
tivity are not related to articulation 
ability. However, without doubt there 
are minimum levels of maturity for 
each of these factors that are requisite 
for articulatory ability. It seems that 
these factors are present in functional 
articulatory defectives to an extent 


that is above the minimum required 
for articulatory ability. It also appears 
that these factors do not contribute 
to the accuracy of articulation but 
merely to the ability to articulate. 

5. There is a significant positive 
correlation between articulation ability 
and the ability to discriminate between 
speech sounds. This latter factor is of 
a sensory nature like those factors 
mentioned under 4, but apparently dif- 
fers from them insofar as maturity is 
concerned, and insofar as accuracy of 
articulation is concerned. 

In attempting to determine what 
factors might be correlated with the 
articulation improvement made by the 
subjects of the experimental group 
the following conclusions are indicated 
insofar as this study is concerned: 

1. Improvement in articulation is 
not related to and cannot be predicted 
from mental age. However, there is a 
significant low positive correlation be- 
tween intelligence quotient disregard- 
ing chronological age, and improve- 
ment in articulation ability. 

2. Improvement in articulation can- 
not be predicted from and is not re- 
lated to auditory memory span. 


3. There is a low significant posi- 
tive correlation between articulation 
improvement and ability to discrimi- 
nate between speech sounds. 


4. Kinaesthetic sensitivity is not 
related to and cannot be predicted 
from improvement in articulation 
ability. 

5. Improvement in articulation abil- 
ity is not related to and cannot be pre- 
dicted from personal and social ad- 
justment. 


6. Improvement in articulation 
ability is not related to and cannot be 
predicted from chronological age. 


Insofar as improvement in articula- 
tion ability concurring concomitantly 
with special speech training is con- 
cerned, there is no relationship be- 
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tween speech improvement and growth 
in the following factors: dentition, 
height, weight, strength of grip, and 
measures of neuromuscular control 
(including speed of pencil tapping, 
jaw movement, brow movement, suck- 
ing, swallowing and lip movements). 

If the conclusions of this experi- 
ment are justifiable then it is possible 
to proceed one step further in applying 
them to the problems mentioned earlier 
as being unsolved in the field of speech 
pathology. Hence we may make the 
following inferences: 

1. Insofar as diagnosis, therapeusis, 
and prognosis of functional articula- 
tory defects are concerned neither 
the degree of severity of the defect nor 
the potential response to special speech 
training are related to chronological 
age, mental age, auditory memory 
span, dentition, height, weight neuro- 
muscular control, kinaesthetic sensi- 
tivity, and social maturity. 

2. Ability to discriminate between 
speech sounds is the one factor meas- 
ured (with the exception of intelli- 
gence) that stands out as being posi- 
tively related not only to severity of 
speech disorder but also the response 
made to special speech training. Hence 
our current practice of considering 
this factor in clinical speech procedure, 
particularly in speech therapy has been 
justified. 

A final statement should be made 
concerning the etiology of functional 
articulatory defects. Perhaps the word 
etiology is inappropriate in that it 
carries with it the connotation of 
pathological causation which would be 
an erroneous concept in respect to 
this type of speech defect. 

Earlier in this study we have said 
that the cause of functional articula- 
tory defects was not clearly defined. 
From the results of this study it ap- 
pears that those concepts denoted un- 
der the term ‘speech readiness’ best 
explain the phenomenon of functional 
articulatory defects. 


Children as a group learn to articu- 
late the way they learn most other 
things, normally. Some few learn to 
articulate at an earlier age than do 
other members of their group. Those 
factors requisite for articulation ap- 
pear to maturate early. Since they are 
ready to learn to articulate they re- 
spond easily to speech stimuli, the cor- 
rect neuromuscular patterns develop 
and become stereotyped. The majority 
of children become ready to articulate 
at about the same age, and readily 
catch up with their more rapid 
brothers and sisters until they are at 
a par insofar 1s articulate speech is 
concerned. 

At the ‘slow’ end of the curve there 
remain those few children with whom 
we are concerned here. These children 
appear to maturate slowly insofar as 
speech is concerned. However, they 
are exposed to speech stimuli at the 
same time as their rapid and average 
sisters and brothers—before being 
ready for it. The result seems to be 
that they develop inaccurate articula- 
tion patterns in response to the situa- 
tien into which they are forced. These 
patterns become stereotyped and fre- 
quently persist long after the child 
has entered grade school. 
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HARK! 


A description of the voice is rare- 
lv incorporated in a medical or even 
a psychiatric history, yet the examin- 
er learns a great deal as soon as he 
listens to the patient’s voice. He gets 
an ‘intuition’ about the patient’s ‘per- 
sonality’ during the interview, but he 
would be surprised if he analyzed this 
‘intuition’ into its components to find 
how much of it comes from his ex- 
perience in life with different sorts 
of people with different sorts of voices. 
Everyone recognizes the fulsome 


HARK! 


THE BARK! 


boom of the self-satisfied egoist, the 
breathless hasty voice of the strug- 
gling, ambition-ridden youth, the emo- 
tional tremolo and the strident stac- 
cato of the frustrated. The variations 
are legion, and only when hesitation 
becomes extreme or emotional block- 
ing almost complete does the average 
clinician take note. 
From Borderlands of Psy- 
chiatry by Stanley Cobb 
(Harvard University Press, 
1943), Pp. 47-48. 
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Clinical Application of Two 
Harvard Auditory Tests 


NE OF THE problems faced by 

most of our speech and hearing 
clinics is that of devising a meaning- 
ful measure of hearing loss. Pure tone 
audiometry is widely used, but its 
shortcomings become apparent when 
we try to interpret audiometric meas- 
urements in terms of hearing loss for 
speech. Indirect procedures for esti- 
mating such a loss from the audiogram 
are not so satisfactory as the actual 
measurement of hearing loss for 
speech itself. 

Let us consider what is necessary 
for the measurement of a patient’s 
ability to hear speech. The specific 
items required will vary with differ- 
ent situations. In a school system or 
industrial plant, where the main prob- 
lem is one of screening, the require- 
ments in terms of apparatus and physi- 
cal facilities are not so stringent as 
those which would obtain in a clinic 
or research laboratory where more ac- 
curate measures are sought. 

Generally speaking, if the spoken 
items of a speech reception test are to 
be delivered to unaided ears, the use 
of headphones is recommended on the 
grounds of simplicity. On the other 
hand, when the speech threshold is to 
be measured both with and without a 
hearing aid, a loudspeaker should be 
used. 

In considering the equipment neces- 
sary for this testing we may conveni- 
ently list the requirements as shown 
in Table 1 (see page 152). 


*I. J. Hirsh (M.A., Northwestern) is 
completing his doctorate at the Psycho- 
Acoustic Laboratory, Harvard University. 
This article is adapted from a paper pre- 
sented to the 1946 Convention of the Amer- 
ican Speech Correction Association. 


I. J. Hirsh* 


Having overcome administrative ob- 
jections to the budget that would be 
necessary to implement the require- 
ments of Table 1, we can proceed to 
set up the testing program. As we 
shall see later, the spoken material of 
a speech reception test may be re- 
corded and presented through a 
phonograph-amplifier or it may be 
spoken by a live voice through a mic- 
rophone. In either case the test items 
will originate in the control room and 
will be delivered to the subject in the 
testing room through the loudspeaker 
or headphone. 


The next problem is the calibra- 
tion of the equipment. Without prop- 
er calibrations we cannot obtain a 
numerical expression for hearing loss. 
Fortunately, we need only relative 
and not absolute calibrations, for in 
the clinic we do not need such specific 
measures as would be useful in the 
laboratory. In the clinic we need only 
be certain that the testing conditions 
and the behavior of the equipment 
remain constant from test to test. We 
can then calibrate our set-up by de- 
termining at what relative level the 
speech threshold falls when we test 
a fair number of people whose audio- 
grams show their hearing to be nor- 
mal. 

Before describing the specific tests 
now available, let us go back for a 
moment and review the development 
of auditory testing, especially as it 
relates to the accurate measurement 
of hearing for speech. 


The term ‘audiometry’ covers a 


*More detailed instructions and descrip- 
tion of equipment applicable to the two 
tests to be described are given in Hudgins, 
et al (7). 
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TasLE 1. Physical requirements for measuring hearing loss for speech. 











With With 
General* Headphone Loudspeaker 

1. Phonograph turntable 8. a. Testing room need 8. b. Testing room 
2. Vacuum tube amplifier only be reasonably should not only be 
. Diidwawhbene quiet (‘sound isolated’) quiet (‘sound isolat- 
= lee ; 9. a. Relatively low ed’) but also must 

4. Attenuation network : +: 
(calibrated in decibels) power cntuet je ze Seve 3 sipeawm, of 
é : Ja quired from the am- reflection and rever- 
5. Voltmeter of volume indicator plifier. beration (‘sound dead- 


6. Two rooms: 
a. Control room, containing all 
equipment except the headphone 
or loudspeaker. 
b. Testing room, containing the 
headphone or loudspeaker and 
the subject. 

7. Talkback system, including a mi- 
crophone for the subject and a 
headphone for the tester. 


ened’ or anechoic). 

9. b. Amplifier must have 
high power output ca- 
pacity to drive the 
loudspeaker. 








*Whatever the specific combination of equipment (microphone or phonograph, ampli- 
fier, and headphone or loudspeaker) its over-all transmission characteristics should be 
such as to provide equal amplification of all frequencies from 100 to 4000 c.p.s. 


multitude of operations for determin- 
ing a listener’s threshold. It includes 
whisper and voice tests, watch tick 
and click tests, tuning fork and Gal- 
ton whistle tests, pure tone audiomet- 
er tests, and more recently the rela- 
tively accurate speech reception tests 
which measure a subject’s hearing for 
isolated words, nonsense syllables, or 
complete sentences. 

For as long as men have concerned 
themselves with the problem, the 
crude and simple method of speaking 
directly to a person suspected of a 
hearing loss has served to establish 
a kind of all-or-none answer to the 
question : Can he hear speech as acute- 
ly as can other people? With the 
growth of the medical arts more an- 
alytic measures of hearing for specific 
sounds were attempted, first with va- 
rious kinds of noises such as the 
watch tick and the tap of a hammer 
(Politzer’s acoumeter), and later with 
the musical tones of tuning forks 
(Helmholtz, K6nig), vibrating strings 
(Struycken’s monochord), and 


whistles (Galton, Edelman). Since the 
advent of pure tone audiometry, a 
more precise technique has been avail- 


able and has given valuable aid to 
otologists in diagnosis and to clinicians 
in speech and hearing therapy. 

In the recent past, clinical pure tone 
audiometry had become almost too 
general. We knew more about hear- 
ing for tones than about hearing for 
what is really important in a man’s 
life. This was true because an expres- 
sion of hearing loss in terms of in- 
dividual frequencies did not tell the 
whole story about a patient’s loss of 
hearing for speech. A determination 
of the relations between certain fea- 
tures of the audiogram and measures 
obtained from such speech tests as 
spoken and whispered words provided 
one kind of solution to this difficulty 
(4, Chapter VI). Another was par- 
tially provided by the analysis of the 
relative contribution of different fre- 
quency bands to speech sounds. More 
recently we are back speaking to the 
person—this time with scientific con- 
trols and precisions. 


SpEEcH Reception Tests 
The threshold for hearing words, 
syllables, or sentences has been meas- 
ured in several ways, the most re- 
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cent of which have attempted the 
measurement in the same units (de- 
cibels or sensation units) as that for 
pure tones. 

Disregarding some earlier less ac- 
curate tests, we come to the Intelli- 
gibility Lists 1-49 of the Bell Tele- 
phone Laboratories (5). These are 
lists of interrogative or imperative 
sentences to which a subject can re- 
spond properly if he hears at least 
a few key words. Their content sup- 
posedly requires very little of his in- 
tellectual powers. These sentence lists, 
along with others containing non- 
sense syllables and words, were the 
articulation tests used for experimen- 
tal work in telephonic communication. 
They have found their way into some 
clinics and are used in a manner simi- 
lar to that of the ordinary voice and 
whisper tests. 

The Western Electric 4-A (now 4- 
C) audiometer was more directly 
concerned with measuring hearing loss 
for speech than were the articulation 
tests. This device employs phono- 
graphic recordings of spoken digits. 
Each digit that is used contains a 
different vowel sound. The level on 
the record is decreased in 3 db. steps. 
This stepwise attenuation permits the 
intensity level on a record to vary 
over a range of 33 db. 

More recent tests for determining 
the threshold of hearing for speech 
have come from an extensive war- 
time research program carried out at 
the Psycho-Acoustic Laboratory, Har- 
vard University, under the auspices of 
the Office of Scientific Research and 
Development. At least two of these 
audiometric tests were used clinically 
in the aural rehabilitation programs of 
the Army and Navy. One, Auditory 
Test No. 9, consists of single bisyl- 
labic words of the spondaic stress pat- 
tern. ‘I'he second, Auditory Test No. 
12, employs short, simple, interroga- 
tive sentences. 
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MopbEs OF PRESENTATION 

The items of a test list for measur- 
ing a speech reception threshold may 
be presented in any one of three 
ways: 

1. The tester may call the test 
items in a quiet room, with the sub- 
ject at a fixed distance from him. 

2. The tester may call the test 
items through a microphone that is 
coupled to an amplifier, an attenua- 
tor, and a headphone or loudspeaker. 

3. The test items may be recorded 
and the test records played over a 
phonograph-amplifier feeding a head- 
phone or loudspeaker. 

The first method is the familiar one 
used extensively by many otologists 
and extravagantly by testers in mili- 
tary installations during the war. Its 
disadvantages become apparent when 
we aim at accurate measurement. Even 
the most experienced tester encount- 
ers extreme difficulty in controlling 
the intensity of his voice so that for 
a long period of time it remains fixed 
at a standard level (6). Some users 
of this method, in order to monitor 
the test items, have employed a volume 
indicator, amplifier, and a small mic- 
rophone placed at a fixed distance 
from the mouth. With the subject al- 
so at a fixed distance this procedure 
may be adequate, but then when other 
distances are used, the acoustic prop- 
erties of the room begin to exert their 
influence. 

In the second method, the test is 
presented over a simple system con- 
sisting of a microphone, volume indi- 
cator, amplifier and headphones. An 
attenuator after the amplifier enables 
one to express threshold levels that 
compare any subject with other sub- 
jects in terms of decibels rather than 
distances. We shall come later to con- 
sider the relative advantages of this 
and the third method when a precise 
measure is desired. 

At first glance the second method 








may seem no more accurate than the 
first, especially when a monitoring 
device is used. We must remember, 
however, that unless the testing room 
has certain acoustic properties the 
setting of a standard intensity level 
may be untrustworthy. When head- 
phones are used the room need only 
be quiet and little consideration, if 
any, need be given its reflecting or 
absorbing characteristics. 

The third method, in which test 
records are used with a phonograph- 
amplifier, may be used in schools, 
large clinics, and hospitals. Even if 
the monitoring that was done for the 
recording is not as constant as we 
might like, at least it is the same from 
test to test. The reliability of the test 
is thus improved. Both the second 
and third methods involve equipment 
calibration. Only relative calibration 
is necessary in the clinic. An average 
attenuator reading relative to an ar- 
bitrary voltage output of the ampli- 
fier may be established by testing a 
number of persons whose hearing is 
known to be normal. This level may 
then serve as a standard reference. 
Attenuator readings referring to this 
standard represent the level above or 
below the ‘normal’ at which a person 
understands 50 per cent of the test 
items. Otherwise said, we can express 
the patient’s threshold of intelligibil- 
ity with reference to the established 
‘normal’ for our specific equipment. 


We note in proceeding from the 
first through the third methods that 
we have been cutting out more and 
more sources for variability in the 
testing procedure. In this third 
method there should be mentioned two 
sub-groups. One type of test is re- 
corded at a constant level and differ- 
ent intensity levels are achieved with 
an attenuator or amplifier gain con- 
trol. Another type provides regular 
steps of attenuation on the record it- 
self so that the tester need make on- 
ly an initial level setting. Certain re- 
corded tests are available which are 
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fairly complicated to use unless one 
is familiar with his own equipment 
and can do his own calibrating. Such 
are the PAL, (Psycho-Acoustic Lab- 
oratory) Audiometric Tests. A re- 
corded test like the Western Electric 
4-C presents no such technical prob- 
lems and can be operated by a person 
with no more experience in electronics 
than knowing how to turn a record 
over and how to place the pickup head 
on the record. 


PAL, AvupioMEtric TEsts 

During the course of research on 
problems in communication at the 
Psycho-Acoustic Laboratory, need 
arose for devices which would serve 
to differentiate communications sys- 
tems according to their ability to 
transmit intelligible speech. Conse- 
quently a portion of this program was 
devoted to the construction of arti- 
culation tests. The mass of test items 
that was gathered consisted of non- 
sense syllables, phonetically balanced 
(PB) monosyllabic words, spondaic 
bisyllabic words, and complete sent- 
ences (3). It should be borne in mind 
that these tests were originally de- 
signed for experimentation with dif- 
ferent speakers, listeners, and sys- 
tems. Later in this research program 
the articulation test lists were drawn 
upon as a source for the audiometric 
tests. There is no doubt that others 
may draw on different parts of this 
source to construct other tests. The 
following two tests are specific ex- 
amples that have been tested clinical- 
ly.? 
Auditory Test No. 9. From a large se- 
lection of bisyllabic words, 84 of the spon- 
daic stress pattern were chosen. Iambs and 
trochees were not considered as adequate 
because recognition could be based on stress 
pattern as well as phonetic content. There 
are two lists of 42 words each and each 
list is scrambled in six ways so that there 
are 12 tests in all. Each test is divided into 
seven six-word groups. Each successive 


* More complete description of their de- 
velopment and use as well as the tests them- 
selves is reported in Hudgins, et al (7). 
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group is recorded at a level that is four db. 
below the preceding one. This kind of re- 
cording provides a range of intensities of 
24 db. on each record. The threshold of in- 
telligibility is then defined as that intensity 
level at which a subject recognizes half of 
the words presented. 

These spondaic words were chosen be- 
cause they all had thresholds of intelligi- 
bility within a relatively small range. This 
homogeneity permits very accurate meas- 
urement of thresholds. Recently, the present 
writer attempted to make a list of such 
spondees even more homogeneous for in- 
telligibility by readjusting the individual 
level of each word on a record according 
to the mean level at which each was first 
heard in a listening crew of 12 high school 
boys. After three successive attempts, it 
seemed that these spondees, when spoken 
or recorded at the same physical level, were 
all heard within a range that was not much 
greater than the variability in and among 
the individuals of the listening crew. 


Auditory Test No. 12. This sentence test 
is probably even more suited for screening 
hearing losses in a school system than is 
Auditory Test No. 9. A shorter line is in- 
volved in reaching a reliable threshold. 
These sentences can be used with younger 
children than can the single spondee words. 


There are eight test lists of 28 sentence 
items each. The first list contains instruc- 
tions for the subject plus seven groups each 
containing four items. The level at which 
this first list is recorded decreases six db. 
per group. The resulting range of 36 db. 

makes the first record useful for screening 
or for searching for an appropriate inten- 
sity level. The level in each of the other 
seven lists decreases in four db. steps. These 
latter seven have a range of 24 db. as has 
each record of Auditory Test No. 9. 

The physical levels at which the sen- 
tences were first recorded were adjusted 
after they had been tested on normal sub- 
jects so that each sentence was just under- 
en at approximately the same play-back 
evel. 


The items of Auditory Tests Nos. 9 
and 12 may be presented in a clinical 
situation with either live voice or 
records. Both modes of presentation 
were used in the military aural re- 
habilitation programs with good suc- 
cess. Both have advantages and dis- 
advantages. Carhart (1) has pointed 
out that there is more elasticity in the 
live voice method. The tester can ad- 
just his calling rate to the responses 
of the subject, etc. On the other 
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hand, standardization is simplified 
when records are used. Harris (6), 
using the: records (of Auditory Test 
No. 9), obtained a correlation coef- 
ficient of .93 (S.E. = 3.9) between 
the loss for speech and the average 
audiometric loss for 512, 1024 and 
2048 c.p.s. He tested 94 ears whose 
audiograms were relatively flat. Car- 
hart (1), using the same test items 
with live voice, obtained a correlation 
coefficient of .69+ .05 between the 
same two measures. We cannot at- 
tribute this difference in correlations 
entirely to the difference in method 
because many other factors, such as 
personnel, equipment and _ location, 
were also different. 

In a school system where many 
different persons do the testing, stand- 
ardization from test to test or from 
school to school would be difficult in- 
deed with the live voice technique. In 
this situation the recorded tests with, 
if possible, the same equipment in 
each installation, are mandatory.® 


Oruer Test MATERIALS 

We should mention here at least 
one other group of test items that 
have been used in certain situations. 
One group of monosyllables comprises 
the PB (phonetically balanced) lists.‘ 
Each of these lists represents an at- 
tempt to introduce all of the sounds 
of spoken English in proportion to 
their relative occurrence in conversa- 
tional speech. Being monosyllabic, the 
PB words constitute rather difficult 
material. Their great but not con- 
stant difficulty makes these words less 
homogeneous and hence less applicable 
in a sensitive threshold measuring de- 
vice than are the spondaic words. On 
the other hand, differentiation on the 
basis of percentage score at a given 


* Instructions concerning the procedure 
for administering the recorded tests are 
available in Hudgins, et al (7). The records 
themselves are available at the Central In- 
stitute for the Deaf, 818 So. Kingshighway, 
St. Louis 10, Missouri. 

* These lists are published in Egan (3). 








intensity level can readily be accom- 
plished with the PB lists. They have 
been found useful in situations where 
rather fine phonetic discriminations 
have been studied. 
RELATION AMONG TEsTS 

Fletcher (4) has compared hearing 
loss for pure tones (3-A audiometer) 
to the hearing loss calibrated from 
distance tests and from the phono- 
graph audiometer (Western Electric 
4-A). Harris (6) computed from 
Fletcher’s tables a coefficient of cor- 
relation of .95 + .02 which shows a 
positive relation between the free 
voice and the pure tone measurement 
at 512, 1024, and 2048 c.p.s. Such a 
correlation was likely to be unreliable 
because the speech tests were so in- 
accurate. Now, however, relations be- 
tween pure tone audiometric measures 
and those of more accurate speech 
tests may be stated reliably. 


We should mention here the past 
attempts to express hearing loss for 
speech or the so-called ‘usable hear- 
ing’ loss in terms of percentage. The 
method given in Fletcher’s book is 
different from that sponsored more 
recently by the American Medical As- 
sociation (2) in 1942. In both these 
methods the relative contribution of 
any particular frequency to average 
speech is used as a weighting device 
for the percentage of hearing loss at 
that frequency. It is interesting to 
note in Carhart’s study to be men- 
tioned below that that feature of the 
audiogram which had the second 
lowest correlation with a speech thres- 
hold as measured by Auditory Test 
No. 9 was the AMA (American 
Medical Association) percentage con- 
version method. 


Carhart’s (1) study represents a 
very careful and worthwhile attempt 
to correlate certain features of the 
pure tone audiogram with the items 
of Auditory Test No. 9 presented by 
live voice through a microphone and 
headphone. He investigated the re- 
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lations between these test items and 
each of eight different criterial esti- 
mates of the audiogram among which 
was the AMA percentage conversion 
method. He found the best correla- 
tion (r= .69+ .05) for the average 
of 512, 1024, and 2048 c.p.s. (The 
higher correlation by Harris has al- 
ready been mentioned.) He has shown 
the possibilities of predicting this 
audiogram average from the loss for 
speech (spondees) and conversely of 
predicting the loss for speech from 
this particular average of the audio- 
gram by using regression equations. 
This was not meant to show that 
either test may be dispensed with in 
a clinical investigation but rather that 
they are intimately related. The two 
tests in this situation would rather 
complement each other. (For ex- 
ample, diagnoses may be affected by 
a discrepancy between the pure tone 
loss and the loss for speech.) 

One other point to be considered is 
the number of tests to be given be- 
fore a reliable threshold is obtained. 
Let us regard “T’ as a subject’s ideal 
or true threshold. It has been deter- 
mined that one test with Auditory 
Test No. 9 will yield a threshold 
which about two-thirds of the time 
will be within 2.4 db. of ‘T.’ With one 
test of Auditory Test No. 12 the 
threshold obtained will be about two- 
thirds of the time within 2.8 db. of 
‘T.’ The average from repeated tests 
should then continuously regress to- 
ward “T.’ Repetitions should be car- 
ried out until the threshold seems 
stable if more accurate measurements 
are desired. 


Crinical, APPLICATIONS 

In Harris’s summary we find the 
following statement : 

It was found in the consensus of most 
studies that a careful voice test and pure 
tone audiometry through the speech range 
(512 to 2048 c.p.s.) are intimately connected 
and measure almost the same auditory func- 
tion. The comparison of six studies reveals 
the relationship between the two tests to be 
a straight line function. Statements cited to 
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the effect that speech and audiometry are 
not related are definitely contraverted (6, 
407). 

If the speech threshold and that for 
pure tones are so intimately related, 
there remains the question of which 
method is to be used in a testing pro- 
gram whose primary purpose is to 
screen out hearing losses. Screening 
appears to be the primary function 
of the testing program in schools and 
in industries. 

Testing in Schools. The testing of 
pupils’ hearing in most school sys- 
tems is carried out by either the 
school nurse or the speech correc- 
tion teacher. Some states have a few 
trained people who do the testing in 
all the schools. This practice, how- 
ever, is not general. Since most of the 
available speech tests probably take 
less time than pure tone tests they 
lend themselves to quite general use 
in a school system. We have already 
mentioned the fact that the Western 
Electric 4-C audiometer is extreme- 
ly easy to use. The fact that no two 
digits on any one of its test records 
have the same vowel sound makes it 
primarily a test of vowel reception. 
If the measure of hearing loss for 
speech is to include more than hear- 
ing loss for vowels a more detailed 
test is indicated. 

Auditory Tests Nos. 9 and 12 can 
be used in a school situation without 
difficulty if there are adequately 
trained personnel. Instructions given 
in Hudgins, et al (7) will be found 
helpful. One essential ‘point is that 
hearing loss may be expressed as a 
deviation from a reference level. This 
reference level may be obtained by 
testing a reasonable number of nor- 
mal listeners. 

Testing in Industry. As in the 
school, so in the factory we rarely find 
a person specifically employed to test 
hearing. More often it is done by the 
nurse or some other person on the 
staff. Here again the problem is es- 
sentially one of screening. With the 


equipment set up so as to test as many 
as 50 people at one time the testing 
can be done quite rapidly. After 
screening, persons suspected of hear- 
ing loss may have their ears investi- 
gated more thoroughly by an otologist 
and may need pure tone audiometric 
tests. For this situation too the re- 
corded auditory tests may be used. 

Speech and Hearing Clinics. It will 
be fortunate, indeed, if in the very 
near future most of our speech and 
hearing clinics take on the coordina- 
tive aspects of those clinics which 
existed in the military aural rehabili- 
tation programs wherein the services 
of otologists, psychologists, teachers 
and acoustic physicists were all com- 
bined in one program. Such a clinic 
should have a testing program avail- 
able that would give more detailed 
analyses of hearing losses than would 
be derived from the screening pro- 
cedures outlined above. One specific 
program demanding such tests is the 
selection of a hearing aid. If there 
is the general shift from ‘fitting’ ac- 
cording to the principle of ‘selective 
amplification’ to one of ‘high fidelity 
amplification,’ a comparative measure 
of hearing for speech both with and 
without the hearing aid is necessary. 
This kind of measurement may be ac- 
complished with the loudspeaker ad- 
ministration of, for example, Auditory 
Test No. 9. The room in which the 
loudspeaker and the subject are sit- 
uated should be relatively quiet and 
should have interior surfaces of such 
material that a minimum amount of 
sound is reflected. Although certain 
specific procedures, such as the initial 
setting of the volume control on the 
hearing aid to be studied, have not 
been as completely worked out as we 
should like, this general procedure 
has already proved itself worthwhile 
in certain testing programs. 

For an educational program in con- 
junction with the speech and hearing 
clinic, the items of Auditory Tests 
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Nos. 9 and 12 are useful as checks 
in auditory training programs. 


CoNncLUSIONS 

Those members of this Association 
who have recently been engaged in 
the aural rehabilitation programs of 
the Army and Navy have been wait- 
ing anxiously for some of the mate- 
rials that were used in those programs 
to become unclassified and thus avail- 
able for public use. In using some of 
the new material in well equipped hos- 
pitals some of us have assumed a 
carry-over to our own school and 
clinical situations that cannot be made. 
Military programs were fortunate in 
that they could put together in one 
installation people of different back- 
grounds and hence be able to install, 
maintain, and use the equipment 
necessary for carrying out the testing 
and educative programs. Thus, many 
of us will be disappointed to find that 
such materials as the audiometric tests 
described in this paper are to be used 
only in a situation where at least some 
one person can logically relate these 
tests, the electro-acoustic equipment, 
and the measures of hearing that are 
being made. 

Through publication in professional 
journals and through the Office of 
Technical Services of the United 
States Department of Commerce, 
much of the work that was done at 
the Psycho-Acoustic Laboratory and 
at other laboratories under the Office 
of Scientific Research and Develop- 
ment is being made available to the 
general public and some of this work 
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is continuing under the sponsorship 
of the Office of Naval Research. The 
lists themselves are available in the 
article by Hudgins, et al (7). Test 
records are available at the Central 
Institute for the Deaf. No doubt many 
more uses for these tests will be 
found than have been found already 
and it is hoped that other tests like 
them may be constructed and adapted 
in the lower primary grades, to the 
preschool population and, more gen- 
erally, in industry. 
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A Quantitative Method of 
Testing The Hearing 
of Young Children Jacqueline Keaster* 


UMBERS of children between 

the ages of three and six are re- 
ferred to speech and hearing clinics 
evidencing speech disorders such as 
those resulting from cleft palate, 
speech retardation or serious articula- 
tion defects. It seems desirable with all 
such cases to obtain some valid esti- 
mate of hearing acuity, if only to elim- 
inate hearing loss as an etiological fac- 
tor in the disorder. In isolated cases it 
is possible to run valid audiometric 
tests at this age level but certainly not 
with a large percentage of the cases. 
Several other methods of attacking 
this problem have been reported. This 
is a report on another such attempt. 
Indications are that this test has prac- 
tical value. 

Hughson and Thompson (4) found 
that ‘the relation between audiometric 
percentage loss and impairment in 
speech reception is definite and 
specific.’ Carhart (1) found that ‘the 
speech reception test can be used alone 
to obtain a rapid estimate of hear- 
ing loss, . speech reception tests 
vield measurements comparable in 
meaningfulness to pure tone averages.’ 
In both studies the average loss for 
512 through 2048 c.p.s. was found 
to be the superior criterion for com- 
parison with speech reception acuity. 
Harris (2) corroborated the findings 
of the other investigators when he 
said: ‘For typical subjects and in 
cases where vocabulary is controlled, 
speech reception and pure tone audio- 
metric tests are intimately connected 
and are concerned with measuring the 
same auditory function.’ 

The foregoing studies were done 
using adults as subjects, but the find- 
ings seemed to point to a possible 
means of assessing the hearing of 
young children who have enough hear- 
ing to have developed speech under- 
standing providing that a test could 


*Miss Keaster (M.S., Washington Univ., 
St. Louis) is Assistant Professor of Speech 
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be devised which would: 
Appeal to children. 
Require no verbal response on 
the part of the child. 
Take into account the short 
memory span of the very young. 
Be short enough to hold the at- 
tention of even the youngest in 
the age group. 
5. Use a standardized vocabulary. 
Care must be taken when construct- 
ing such a test to be certain that it 
tests hearing rather than intelligence. 
A list of 50 nouns was chosen from 
the first thousand words on the Inter- 
national Kindergarten Word List (3), 
a list comprising the spoken vocab- 
ularies of children of six years or 
younger. The words were chosen in 
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the basis of two criteria: words in 
most common usage, and phonetic con- 
tent. Pictures were then chosen to rep- 
resent the 50 nouns. Next, the pictures 
were shown by a graduate assistant 
in a public school kindergarten and 
in a paraochial school primary de- 
partment to 75 children below the age 
of six. Out of the original 50 pictures, 
25 elicited an immediate response from 
each of the 75 children tested. The 
resultant set of pictures is now being 
used for the basic vocabulary for the 
hearing test herein reported. 

The next problem was to devise 
a set of directions to be followed by 
the child that would be interesting to 
him, that would be within his vocab- 
ulary range and would not tax his 
memory span. Articles of furniture in 
the testing room, plus the pictures, 
were used to work out the directions. 


\’ To administer the test, a controlled 


‘speech amplification system is used 
with two adjoining rooms. In one is 
the speech amplifier and talk-back 
system. The second is sound-proofed 
for speech reception and is equipped 
with a fifteen-inch Jensen coaxial loud 
speaker with a bass reflex baffle. The 
child and the observer occupy the 
sound-proofed room. The pictures are 








placed on a kindergarten easel where 
the child has easy access to them from 
his seat on a stool in front of the easel 
six feet from the loud speaker. The 
child is first asked to name each of 
the pictures to make sure that none 
confuse him. He is then told that in 
a moment he will hear a lady’s voice 
coming from the ‘radio’ say something 
like this: ‘Put the baby on the floor.’ 
At first the child may need to have the 
action demonstrated by watching the 
observer carry out, using the pictures, 
such instructions as: ‘Put the train on 
the stool,’ ‘Give mother the horse,’ 
etc. If the child appears to under- 
stand, the technician in the adjoining 
room begins the test. The speech 
amplifier used is a high fidelity system 
with a sound-level meter to enable the 
technician to control the intensity of 
his voice. An output attenuator en- 
ables the speech intensity level to be 
varied in two decibel steps over an 
85-decibel range. The child listening 
is told that the voice will be loud at 
first but will become softer and softer. 
Following are the directions that he 
hears: 

1. Put the rabbit on the floor. 
. Point to the boat. 
Give the pig to mother. 
Show the bird to the lady. 
Put the baby on the chair. 
Put the spoon on the window sill. 
Point to the car. 
Show the bed to mother. 
Put the cat on the stool. 
Give the lady the ball. 
. Point to the house. 
Put the shoe on the window sill. 

13. Put the chajr on the floor. 

14. Give mother the dog. 

15. Point to the corn. 

16. Show the lady the squirrel. 

17. Put the coat on the chair. 

18. Give the cow to the lady. 

19. Point to the train. 

20. Put the knife on the table. 

21. Show mother the fish. 

22. Point to the airplane. 

23. Give the chicken to the lady. 

24, Show the apple to mother. 

25. Put the horse on the floor. 

The lowest level at which the child 
is able to follow at least three direc- 
tions is considered his speech thres- 
hold. 

Scores on this test have been com- 
pared with speech reception tests re- 
quiring sentence repetition and with 
average pure tone losses for 512 
through 2048 c. p.s. A sufficient num- 
ber of tests have not been given to 
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allow for statistical processing of the 
scores; however, correlations appear 
to be high. 

It might be well to mention here a 
point brought out by Hughson and 
Thompson (4) when they say: ‘There 
is one distinct difference between 
speech reception tests and pure tone 
audiometric tests of any kind. In the 
former thresholds for intelligibility of 
speech are measured; in the latter 
thresholds of audibility are deter- 
mined. The difference between the 
two levels is approximately ten de- 
cibels for normal ears and ears with 
impaired hearing.’ 

In conclusion it might be rather in- 
teresting to cite a case with whom this 
test was used recently. A child 4.5 
years old, was referred to the Oto- 
laryngology Department from the 
Department of Pediatrics of the State 
University of Iowa Hospitals. The re- 
ferral sheet asked, ‘Can this child 
hear?’ The young patient had a spok- 
en vocabulary of three words: ‘Ma,’ 
‘yeah’ and ‘no.’ ‘The physical findings 
were negative. The psychometric test 
revealed at least normal intelligence. 
The mother reported that the child 
followed verbal directions at a conver- 
sational level. That level, of course, 
can mean anything from a whisper to 
a shout. The pictures used in the test 
were placed on the desk in the office. 
The child responded by pointing to 
the picture representing each word 
spoken by the examiner. He was then 
taken to the sound-proof room where 
speech intensity could be measured. 
He responded to the directions, with- 
out error, down to a two-decibel level. 
Hearing loss as an etiological factor 
in this case was thereby eliminated. 
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Personality Adjustment 
Techniques In Voice Therapy 


F SOME 66 VOICE cases with 
whom the author has worked 
clinically in the last three years at 
3rooklyn College, and on whom data 
have been assembled, this_report fo- 
cuses on one aspect of therapy used 


with a special—proup—among—the—34-. 


out of the 66 who were classified as 
‘hoarse’ or “harsh and constricted.” 

At Brooklyn College voice cases are 
handled in clinic sections of five to 
ten students with various types of 
voice problems, or in smaller so-called 
conference sections limited when pos- 
sible to four students with complex 
or serious problems.’ Clinic sections 
meet one hour a week. Recently a 
third arrangement has been added, 
segregated sections for voice cases of 
the three-hour credit course in Speech 
I. It is obvious that most of the ther- 
apy has to be carried out in group 
work. There are some disadvantages 
to group work but in cases where 
mental hygiene is an important aspect 
of the method the author has found 
group work generally beneficial. 

The number of cases is small on 


*Mrs. Duncan (Ph.D., Minnesota) is an 
instructor in the Department of Speech at 
Brooklyn College, Brooklyn, N. Y. The 
above article has been adapted from a paper 
presented at the 1946 convention of the 
American Speech Correction Association. 


1 The author is only one of a number of 
clinicians at Brooklyn College. These cases 
represent only her own observations on her 
own cases. 

2Fcr example, in one conference section 
one might have a case of hoarse voice, a 
spastic, a complex articulatory problem, and 
perhaps a stutterer whose program did not 
permit registration in one of the sections 
for stutterers. 
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which any one clinician can gather 
data at any one institution where a 
research program cannot be carried 
out, and such small samples are of 
doubtful value for purposes of statis- 
tical analysis. The comparison which 
precedes discussion of cases is offered 
only for its background value to the 
discussion which follows. 


I 

Of the 34 voices classified as hoarse 
or harsh by the clinician who assigned 
the student to clinic or by the clinician 
who worked with the student, six 
cases seemed—on the basis of phys- 
icians’ reports—to have rather specific 
physical causes and are not of primary 
interest here.? Five of the remainder 
responded rather_quickly to directions 
on phonation and articulation, and 
seemed to be relatively simple cases 
of poor habits of utterance. Of the 
remaining 23 (6 men and 17 women), 
t3--were serious cases of hoarseness, 
many of whom would lead a clinician 
to suspect nodes on the vocal folds, 
and ten were rated less severe in de- 
gree with inconsistent dysphonia. 

The Bell Adjustment Inventory 
was used as an aid to diagnosis in all 
66° voice cases. Clinical observation 
has demonstrated the value of a per- 
sonality inventory which can be scored 
quickly (the Bell takes about three 
minutes per person) as an aid to de- 
cisions regarding therapy. T'wo-dis- 
tinct advantages of such a personality 
inventory are: (1) it enables the 
clinician to uncover possible areas-of 


3 Of course, it is not always possible to 
determine whether apparent weakness of 
the larynx and repeated attacks of laryn- 
gitis are cause or effect. 
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tension more quickly than could be 
done in a series of long conferences, 
and (2) the objectivity of the ques- 
tions and the scores on an inventory 
often lead students to make frank 
evaluations of their adjustments 
whereas. the case history and confer- 
ence techniques alone sometimes do 
not penetrate habits of avoidance of 
unpleasant subjects, at least not in 
the time allotted for therapy in the 
environment under discussion. 

The four areas of adjustment on 
which the Bell Inventory is scored are: 
home, health, social, and emotional 
adjustment. The inventory is not sub- 
stituted for other methods of diag- 
nosis. Students whose voices suggest 
pathological conditions are asked to 
consult laryngologists. The experience 
of clinicians at Brooklyn College, 
however, supports Williamson’s (3) 
observations on 72 hoarse voices in 
Washington Square College of Arts 
and Science of New York University 
and in the Jewish Theological Sem- 
inary of America, namely that medical 
examinations—revealed_no unhealthy 
conditions-of-thedarynx_in the major- 
ity of Cases. 

As noted above, the hoarse voice 
cases left when physical cause and 
quick response to instruction on vo- 
calization were eliminated numbered 
23. Twenty-two of these were matched 
in age and sex with 22 non-clinic stu- 
dents in Speech I and Speech II who 
did not have voice problems. (The 
other hoarse voice case was a girl old- 
er than any of the non-clinic students 
and could not be matched.) Bell_In- 
ventory scores were recorded on these 
Speech I and Speéch TI students in 
the control group. About the same 
proportion in the experimental and 
control groups had one or both parents 
born abroad, about two-thirds—not a 
surprising proportion in the New York 
area. 

Ten of the 22 clinic cases of hoarse- 
ness, or roughly 45 per cent, received 
unsatisfactory scores on home adjust- 


ment. Seven of the ten were among 
the group of 13 classified as having 
an extreme degree of hoarseness. Only 
three, or roughly 14 per cent of the 
non-clinic control group received un- 
satisfactory scores on home adjust- 
ment, a_significant difference. 


II 


Although the therapy varied with 
the needs of each individual, for the 
cases who had_unsatisfactery -home 
adjustment scores it involved some or 
att-of the following eight steps: 

1. Mental hygiene discussions to 
increase insight on behavior. Some- 
times this included discussion of pos- 
sible relationships between voice and 
personality, analysis of the relation- 
ship—between—vorce—production and 
primitive struggle reaction, outside 
readings and_reports on the psych- 
ology of adjustment_mechanisms. In 
most instancés the Bell Inventory 
scores were discussed in the group in 
a general way, such as, ‘Mr. Z, you 
received an unsatisfactory score on 
Emotional Adjustment. This usually 
means that some infantile patterns of 
reaction are present such as childish 
fears, tendency to be too easily an- 
gered or hurt, a type of over-reaction 
that is out of proportion to the stim- 
ulus. How do you think this applies 
to you?” 

2. Frank discussion of problems 
arising in segregation of nationality 
groups-in~New—York City, relation- 
ships between children and their for- 
eign-born parents, problems of biling- 
ualism for the child, etc. 


3. Written assignments in analysis 
of reactions, specific samples of fam- 
ily tension, etc. These helped to pro- 
vide information for the clinician who 
had to handle cases in groups, but 
they are often unsuccessful unless 
personality inventories have been dis- 
cussed first. As an example of this 
type of assignment, one girl with 
hoarse voice and Bell scores of un- 
satisfactory home adjustment and 
emotional adjustment was asked to 
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keep a record of day by day situa- 
tions where her adult evaluation after 
the event was that she had over-re- 
acted. She brought her weekly list to 
class and discussed it. 

4. Dramatizations, before the 
group, of family scenes which caused 
extreme tension. The dramatizations 
were always followed by group dis- 
cussion. These performances helped 
objectify causes of tension and to pro- 
vide samples of over-reaction for the 
actors and also for the other members 
of the group. 


5. Observations among_other—stu- 
dents and of situations outside the 
family circle where ‘fighting tensions’ 
resulted in poor vocalization. Reports 
on observations. 


6. Discussion in class_of_ topics 
likely to arouse tension in a given 
group (such as the Palestine ques- 
tion). Interruption of proceedings to 
point out the undesirable “pressure 
patterns in vocalization. (Interrup- 
tions are often made by class monitors 
rather than by the clinician). 

7.- Negative practice,-i.e.-deliberate 
use of the old_pattern of undesirable 
muscular effort for a stipulated time 
in class discussion or in conversation. 


8. Programs of readjustment for 
some students in family and_ social 
relationships-and in emotional control 
and self-evaluation. In almost all cases 
this step in procedure was based on 
assurance that the student understood 
the feel of tense or spastic vocaliza- 
tion as contrasted with relaxed (or 
correctly placed tension) and flexible 
utterance. Mirrophone-observations of 
voices in the group usually preceded 
assignments in personality adjustment. 
Occasionally such personal analysis of 
voice seems inadvisable until after 
considerable therapy of the _ type 
sketched above has been carried out. 


III 
A few typical cases are now presen- 
ted. Instead of discussing some of the 
more sensational cases, several cases 


have been selected which seem repre- 
sentative of those found in the New 
York area. This means omission of 
such cases as that of the girl who had 
what seemed to be hysterical dyspho- 
nia, later handled, and more correct- 
ly in this clinician’s opinion, as stut- 
tering, who claimed that her trouble 
began when she took a high school 
Latin course from an Albino instructor 
(male). A speech correctionist in pri- 
rate practice first told her she had 
probably stretched a vocal cord in 
singing, and later when she returned 
to him for help, that all she needed 
to do was drop her jaw more marked- 
ly in utterance. Nor will the case be 
considered of the girl with a node on 
a vocal fold whose voice improved as 
soon as she decided to seek the recom- 
mended surgery but before she actual- 
ly had the surgery. Rather, the cases 
presented here are three fairly typical 
cases of hoarse voice in the New York 
area, 


Case No. 1 

Ruth K. was 18 when first assigned 
to the clinic last year. Hoarse, breathy, 
strained quality, low  aritd—unvaried 
pitch. Father born in Czechoslovakia, 
mother in Hungary. Parents came to 
U. S. shortly after World War I. 
Father lost savings during depres- 
sion. Father and mother work in 
manufacture of neckwear. Brother 15, 
sister 12. 

Bell inventory scores. very _unsatis- 
factory on home adjustment_and_un- 
satisfactory-on health. Medical doctor 
of her own choosing first reported 
nodule on vocal fold, recommended 
vocal rest. Excused from clinic until 
further medical examination. Feb- 
ruary, 1946, medical report was nega- 
tive; no nodule, nothing pathological. 
Subject to chronic colds, taking vita- 
min pills prescribed by doctor. Clin- 
ician with whom she worked spring, 
1946, reported colds hindered pro- 
gress. 

Ruth reported for clinic in the fall 
of 1946, and for Speech I V, a special 
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section for voice cases of the credit 
course in Speech I. Both groups were 
under the direction of the author. 
She took Bell Inventory again with 
the same result, her total score being 
only two points more favorable than 
the first test. The ensuing year had 
added to maturity, but had not auto- 
matically helped in home adjustment. 
The written analysis of causes of ten- 
sion-in home revealed that her par- 
ents were not in favor of-her-attend- 
ance at college. Their friend’s daugh- 
ters did not go to college and had jobs 
which paid well so that they were able 
to contribute to the family income 
instead of being a burden on the par- 
ents. (This is a fairly common attitude 
among parents of Brooklyn College 
students). Ruth’s parents wanted her 
to be a bookkeeper or stenographer. 
There were frequent arguments about 
her dates, her parents criticizing her 
for being ‘too choosy.’ They argued 
that she was interested in intellectual 
ability and professional goals of boys 
she dates, whereas if she were a sten- 
ographer she would be less fussy. Ruth 
wants to study medicine but since she 
can’t afford it, thinks she will prepare 
to do something in commercial 
Spanish. The goal of education in- 
volves constant feeling of struggle. 


Ruth is unhappy because mother 
has to work; she believes the work 
harmful to her mother’s health, but 
realizes that it is necessary for the 
family income. She feels that she is 
not as well dressed as other girls in 
college, that her home is not in as nice 
a neighborhood and not so well fur- 
nished. Last summer she worked at 
a resort giving her earnings to her 
father. She recently arranged to get 
an allowance from her earnings of 
$5.00 a week out of which she has to 
pay dental bills. This leaves nothing 
for new clothes or amusements. She 
carries her lunches, and reports that 
she usually thinks twice and denies 
herself an item of clothing, because 
she dreads arguments which arise at 
home if she requests money. She ap- 
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pears to have a strong sense of re- 
sponsibility. She has a constant feeling 
of struggle for the basic requirements 
of her station in life. 


Her mother is irritated when chil- 
dren quarrel, and blames Ruth who 
formerly shouted a great deal to sub- 
due sister and brother, and now strug- 
gles for control. Her facial expres- 
sion shows lack of flexibility, rigidity 
of effort at control. 

Dramatization of home tensions 
demonstrated irritation with her 
brother who keeps the radio on so that 
she can’t study, with her sister with 
whom she shares a room in the four- 
room apartment because her sister re- 
sists her share of Saturday cleaning, 
wants to borrow Ruth’s clothes, etc. 
During dramatizations, Ruth’s voice 
was very ‘hard,’ demonstrating pres- 
sure pattern. When asked to act her 
mother, she exclaimed, ‘Oh, I can’t 
possibly act my mother. I can’t do it. 
I never get so excited as she does.’ 
Ruth dislikes her mother’s way of 
keeping house, but admits that her 
mother plans meals well. The sample 
diets which she describes seem well 
balanced. 


Ruth has been attending a Hebrew 
school since the age of ten. She admits 
a drain on her energies in high school, 
but nevertheless had a high average in 
high school studies. She carries He- 
brew classes two nights a week in ad- 
dition to a full college program. She 
wants a diploma which will qualify 
her to teach Hebrew if other plans fall 
through. She enjoys these night classes 
since she can’t study at home anyway. 
She comes home exhausted to eat din- 
ner at 11:30 P. M. and retire at mid- 
night on the nights she has Hebrew 
classes after college. Vocal and facial 
rigidity suggest an effort to function 
in spite of fatigue. Ruth says, ‘I have 
a quality, and I’m not calling it good 
or bad, of finishing something I have 
once started.’ 

Ruth participated in a discussion of 
the Palestine problem, and immediate- 
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ly lost all the vocal control she had 
been demonstrating, using low, un- 
varied pitch, and extreme pressure. 
Her change in voice was pointed out 
during the discussion and analyzed by 
the other members of group. This 
demonstrates the point made by Tar- 
rash (2), in analysis of muscle spas- 
ticity in functional aphonia and dys- 
phonia, that functional dysphonia may 
be aggravated by emotional compon- 
ents of inferiority and minority com- 
plexes. 

Ruth is now working on a re-evalua- 
tion of her voice and of the possibili- 
ties of improvement, which she had 
assumed previously to be slight. She 
has accepted the diagnosis that facial 
and vocal rigidity are in large part a 
result of her intense struggle reaction 
to life. She is now trying to vary her 
mood, to show in facial expression 
more of the interest she feels, and as 
she succeeds her pitch variation im- 
proves. Specific attempts to raise pitch 
have helped, but had no noticeable 
carryover until her insight was in- 
creased. Where she once spoke loudly 
and harshly with extreme constriction 
in arguments at home, she had more 
recently used extreme restraint, which 
also resulted in tension. She is now 
trying to strike a balance. She has 
achieved tolerance and understanding 
of the difference between her parents’ 
set of values and her own, and says 
that she realizes the problem is com- 
mon to children of parents with for- 
eign background and in the low in- 
come groups. She is trying to allow 
more time for rest and to vary her 
program more. Says, ‘I really live two 
lives, the winter for work, the sum- 
mer for a job away from home and 
city when I enjoy myself.’ The prog- 
nosis for this case is good; exercises 
alone would have been of little value, 
and the maturation process unaided 
would have been too slow to save 
her from vocal damage. 


Case No. 2 
Bert S. was twenty years old when 


he came to the clinic. Extreme dys- 
phonia and spasticity, hoarse, breathy, 
and high voice were the chief char- 
acteristics of his problem. His father 
was born in the United States, his 
mother in Poland. Yiddish and Eng- 
lish were spoken at home, and only 
Yiddish was spoken with the grand- 
mother with whom he spent much time 
as a child. He had one brother six- 
teen, and a baby brother 18 months 
old. The Bell Inventory score was un- 
satisfactory on home adjustment, av- 
erage in other areas. Bert is receiving 
treatment for post-nasal drip, which 
seems to make little difference in 
voice, and is making plans to have his 
tonsils removed. Bert’s mother claims 
that his voice suddenly became per- 
manently hoarse when he was six. She 
says that he has always shouted a great 
deal in play and later in sports, the 
pattern of his environment, as well as 
at home. Felt ashamed of father’s 
work and family background. 

When asked to dramatize a typical 
scene at home where he recognizes 
that he over-reacts, he chose a supper 
table situation which involved anger 
at his 16-year-old brother for lack of 
consideration and poor table manners. 
ert shouted so loudly in the act that 
class was shocked. He obviously em- 
ployed the muscles of his neck and 
extrinsic muscles of larynx as part of 
mechanism of phonation. His muscles 
became spastic—we could see them 
stand out like thick cords. Gasps of 
dismay arose from students observ- 
ing. In the following discussion, he 
said he had not exaggerated the vocal 
pattern formerly used much of time 
at home. 

3ert is working to achieve more 
adult evaluation of causes of tension 
at home and more adult reaction to 
tension situations which are unavoid- 
able. He says, ‘But I get so angry!’ 
He is trying to be a better model for 
his baby brother whose speech pro- 
gress interests him. Considerable im- 
provement in class has been shown. 
He has served well both as monitor 
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on vocalization of others in group 
during discussion of topic on which 
expressions of belief were heated, and 
in his own discussion of subjects to- 
ward which he felt strong emotional 
response. Exercises in breath control 
and easy initiation of tone would have 
been of litle value unless based on in- 
sight and adult readjustment. There 
are probably some limits to Bert’s im- 
provement as a consequence of long 
vocal abuse. In such cases a condition 
described by Tarrash often exists: 
the edges of vocal folds probably no 
longer approximate evenly because the 
tendino-membranous parts of vocal 
bands have lost their elasticity and 
normal tension. 


Case No. 3 

Thomas G., 18 years old was one 
of the milder cases of hoarseness who 
had an unsatisfactory score on home 
adjustment (also on emotional adjust- 
ment). His type of voice is often 
designated as ‘Italian hoarseness’ by 
New York public school teachers. His 
father was born in U. S., his mother 
in Italy. English and Italian were 
spoken at home. He is an only child, 
and lives with his mother and grand- 
mother. He speaks Italian to the 
grandmother. 

After achieving insight on the re- 
lation between his struggle adjust- 
ment and his vocalization, he discussed 
situations which probably called forth 
excess (or misplaced) throat tension 
in utterance. He was a leader in a 
boys’ club, and engaged in gymnastics 
and body building activities. He ad- 
mitted that he sometimes shouted un- 
necessarily. He became interested in 
breath control and vocal projection 
without strain because these therapies 
were related to his interests in gym- 
nastics. He promised to attempt loud- 
ness without throat constriction and 
reported good results, but some 


hoarseness was still present. 

fT . . 

Ihe home situation was explored 
in discussion (group work). He re- 
vealed extreme antagonism toward his 
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mother, feeling that she failed to rec- 
ognize him as an adult. They met on- 
ly at dinner, when both were tired. 
His mother has a job and his grand- 
mother keeps house. The meal was 
conducted in silence, or he was scolded 
as the chief topic of conversation. It 
was suggested that rapport be estab- 
lished with his mother. He was ad- 
vised to change his evaluation of the 
dinner-table contact with mother, to 
stop regarding it as a conflict situa- 
tion, and to explore their common in- 
terests. Both he and she were in- 
terested in sports; She had been do- 
ing some horseback riding for rec- 
reation. He was advised to use this 
common ground, with which to intro- 
duce conversation to interest her at 
the dinner table. He worked out daily 
program planning an item of conversa- 
tion for every day of the week, such 
as: Monday—account of article read 
in Reader's Digest on health (read on 
subway ) ; Tuesday—account of work 
in gym class at college; Wednesday— 
account of funny incident which hap- 
pened during his club meeting ; Thurs- 
day—an item about a horse show; 
Friday—the story of what a girl in 
one of his classes had said about the 
filming of a certain movie involving 
horsemanship, etc. Thomas was on this 
program three weeks, and reported 
excellent rapport established with his 
mother, relations eased, and that he 
no longer expected conflict at the din- 
ner table. He seemed to be relieved, 
and promised more consideration of 
her when he returned late from dates 
on week ends. Every week during the 
semester, he reported on progress of 
self-control in the club and at home 
and reported situations causing over- 
reaction. 

Thomas was released from the clinic 
much improved at end of one se- 
mester. Undoubtedly, there were more 
complex psychological factors than 
this analysis reveals, but it seemed 
necessary to go on no further since 
Thomas G. was able to carry on with 
fair insight. 
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IV 

Probably every clinician who has 
worked with hoarse voice cases has 
felt frustrated. Medical examination 
so often reveals no pathological con- 
dition to account for extremely hoarse, 
harsh, ‘tight’ voice. Exercises in breath 
control and _ relaxation, efforts to 
achieve ‘open throat’ and optimum 
pitch, often fail to effect any carry- 
over outside of the exercise period. 
It is this clinician’s observation that 
the incidence of hoarseness varies 
greatly with locale. Among the speech 
student population at the University 
Minnesota, where research on voice 
was carried out a few years ago, it 
was low; at Brooklyn College it is 
high, and observations of clinicians 
in other colleges in New York indicate 
it is high throughout the area. Feel- 
ings of inferiority among low income 
groups, and so-called ‘minority groups,’ 
and patterns of family behavior seem 
to be contributing factors. Closing 
the valve at the larynx in struggle re- 


action, a primitive response, results 
in vocal abuse. Voice often remains 
an irrational element in behavior (1, 
4). For the cases where these emo- 
tional factors seem significant, as they 
did in at least half of 34 cases of 
hoarse voice which came under this 
clinician’s instruction, training for in- 
sight must be added to exercises. It 
has been found helpful to approach 
the personality component directly 
through such procedures as those out- 
lined in this paper. 
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Oral Deformities and Dyslalias 


ITHIN the last month I have 

had a clinical experience that 
has made me realize, again, that speech 
correctionists may be too prone to at- 
tribute dyslalias to atypical structures. 
There may be too much of a tendency, 
also, to feel that atypical structures 
preclude a good prognosis. 

The case in question is a college 
lisper having malocclusions that are 
sometimes regarded as_ etiologically 
related to dyslalias. She has an open 
bite of three-eighths of an inch and 
an over bite of one-half inch. This 
student did indeed have a lisp of the 
open s variety, but at our second meet- 
ing she made a most acceptable s and 
she has retained the acceptable s re- 
markably. I have noted many similar 
cases. 

Even the complete absence of cen- 
tral incisors need not cause dyslalias. 
It is not infrequent that one will find 
children of six and seven years of age 
producing satisfactory sibilant sounds 
although they are temporarily without 
upper central incisors. 

I recall a fourth grade child who 
had difficulty with k and g and con- 
fusion of s and sh. The child’s teeth 
were crowded to the extent that the 
right canine was out of position. Tt had 
erupted slightly to the right of the 
midline and directly posterior to the 
incisors. It was a narrow, sharp tooth, 
one that might easily have caused a 
distortion of tip-of-tongue alveolar- 
ridge sounds but such was not the 
case. 

Last April I met a young lady who 
had been in an automobile accident in 
which she received a broken jaw. At 
the time I saw her, her lower and 
upper jaws were wired together so 
that the bone could heal, and they had 
been wired for nine weeks. Both voice 


* Lyman M. Partridge (Ph.D., Michigan) 
is Director of the Speech Clinic, Utah 
State Agricultural College, Logan, Utah. 
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quality and articulation were correct 
in this person’s speech. When a record 
of her speech is played to a group of 
clinicians they are always surprised to 
learn that the recording is one of a 
person having no jaw movement. 

Palatal conditions other than clefts, 
paralysis, or insufficient length have 
never seemed to me to adequately ex- 
plain dysphonias or dyslalias. The al- 
most unlimited varieties of ‘normal’ 
palates and the many possibilities of 
learning compensatory movements 
seem to minimize greatly the possi- 
bility of palatal shapes causing dys- 
phonias or dyslalias. 

Recently I accepted as a case a 
young man who has, apparently, a 
paralysis of the anterior third of the 
tongue. He is unable to elevate the 
tip of his tongue from its position 
posterior to his lower central incisors. 
So far he has produced all sounds 
acceptably but 7 and I confidently ex- 
pect that an acoustically acceptable r 
will be produced. This case calls to 
mind the one reported by Van Riper 
(i, 27). 

Obviously, there are organic con- 
ditions that are etiologically important 
in dyslalias. However, perhaps we 
need the same philosophy concerning 
organic factors in dyslalias that we 
have when we work with cerebral 
palsy patients. In these cases we know 
that there are great physical handi- 
caps that cause dyslalias and dys- 
phonias but we count, to a large de- 
gree, on the patient’s ability to learn 
compensatory movements of some 
kind that will make adequate speech 
possible. It seems reasonable that we 
should have the same conviction con- 
cerning physical factors related to 
simple dyslalias. 
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Growth of Speech Correction 
Facilities in Colleges and 
Universities in Indiana 


HE AUTHORS of two recent 

speech correction surveys have 
been somewhat apologetic for not in- 
cluding information about Indiana 
(1, 4). Considering the amount of in- 
formation available such omissions 
are surprising. As far back as 1936 
C. M. Louttit and E. C. Halls (3) 
published the results of a survey of 
speech defects among 200,000 Indiana 
school children. In 1936 there ap- 
peared in the literature a discussion of 
the testing procedure which has been 
used since 1935 to test all newly en- 
tering students at Purdue Univer- 
sity (7). 

The Hoosier Speaker (published by 
Purdue University) devotes approxi- 
mately one-fourth of its space to the 
reporting of speech correction news 
in Indiana. The Speech and Hearing 
Therapist, which is the official journal 
of the Indiana Speech and Hearing 
Therapy Association, is devoted ex- 
clusively to speech correction and 
hearing therapy. 

In 1941 a state hearing test law was 
passed. The scope of the act is indi- 
cated in the following extract from 
Section I: 

3e it enacted by the General Assembly of 
the State of Indiana, That it is hereby made 


the duty of the board of school trustees or 
the board of school commissioners of any 


* The two authors are on the staff of 
Purdue University. Jack Matthews (Ph.D., 
Ohio State) is an instructor in the Depart- 
ment of Speech and a senior staff member 
of the Purdue Speech and Hearing Clinic; 
M. D. Steer (Ph.D., Iowa) is Professor 
of Speech Pathology and Director of the 
Speech and Hearing Clinic. 
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city or town and the trustees of any town- 
ship of this state to conduct and administer 
periodic audiometer test or tests of a sim- 
ilar nature with approved scientific instru- 
ments or devices for determining the hear- 
ing efficiency of school children once — 
year within all the schools of this state, 
such times and places and under such ke 
and regulations as said board of trustees, 
school commissioners, and township trus- 
tees shall prescribe. Said trustees, board of 
trustees, and board of school commission- 
ers are hereby authorized to appoint such 
assistants and technicians as are necessary 
to execute and carry out the provisions of 
this act. 

Records of all such tests administered 
and conducted shall be made and continu- 
ously maintained for the purpose of dis- 
closing any data relating to any such child 
that may assist in diagnosing and tre: iting 
any auditory abnormality.’ 

Traveling speech and hearing clinics 
from the state universities and colleges 
have been operating in Indiana for 
several years. During the 1945-1946 
school year, for example, the Purdue 
Traveling, Hearing Test Service ad- 
ministered over 30,000 audiometric 
examinations to public school pupils 
in the various school systems not hav- 
ing audiometers or trained specialists 
to comply with the state hearing test 


law of 1941, 

For a number of years, speech and 
hearing therapists were certified di- 
rectly by the college or university 
where they took their training. Since 
September, 1944, the State Department 
of Education has provided for certi- 
fication of both speech and hearing 
therapists and requires certification of 


1H. 512, Eighty-second Regular Ses- 
sion (1941) of the General Assembly of the 
State of Indiana, may be obtained by writ- 
ing the Secretary of State at Indianapolis. 














170 


all persons approved for salary re- 
imbursement under the speech defects 
and hard-of-hearing phases of the Spe- 
cial Classes Law of 1927. The re- 
quirements for certification (6) are 


summarized below.? 

The candidate for a certificate must meet 
the standard requirements for teacher edu- 
cation. If the preparation is in secondary ed- 
ucation one or both of these certificates may 
be substituted as a major on the secondary 
certificate. Any teacher education institution 
accredited by the State Board of Education 
for doing this type of work may submit for 
approval to the State Board of Education a 
pattern allowing the inclusion of all courses 
listed in one or both of the certificates as a 
part of the completion of a degree in ele- 
mentary education with the total prepara- 
tion to be included within the usual 192 
quarter hours. 





Semester 

Speech Correction Certificate Hours 
PETS OP RR ee Paes NPR D1 2-3 
Psychology of Exceptional 

GOAT Fr PO aeRO ee 2-3 
Cie PSY CHOLO DY vcesscececesoscoxcnrscien 2-3 
Mental Measurements..............200.0-++ 2-3 
Diagnostic and Remedial 

Reading ....... 2-3 
Public Speaking, Discussion, or 

Fundamentals of Speech............ 2-3 
Anatomy and Physiology of Ear 

and Vocal Mechanism ................ 2-3 
Psychophysics of Sound and 

Audiometric Testing .................. 2-3 


Speech Pathology (Elementary)... 2-3 
Speech Pathology (Advanced).... 2-3 
Clinical Practice in Speech 
Correction 5-6 
‘Total... 30 
Persons completing the requirements for 
a speech correction certificate may also se- 
cure a hearing therapy certificate by the 
completion of the following courses: 


















Semester 
Hours 
Hearing Conservation and 
Pathology 2-3 
Lip Reading .. co 
Clinical Practice in Lip Reading... 2- : 
Total 
pam 
Hearing Therapy Certificate Hours 
ig icc) -, (pee eam cree Re Ricans 2-3 
Psychology of Exceptional 
RG MERCIOIOID os sacsucsscvsceie eceaewes eascicatneeke 2-3 
Clinical Psychology... 2-3 
Mental Measurements.................... 2-3 
Diagnostic and Remedial 
OS EE AR 2-3 


* For more recent news concerning cer- 
tification of speech and hearing therapists, 
see The Hoosier Speaker, November, 1946. 
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Public Speaking, Discussion or 
Fundamentals of Speech............ 2-3 
Anatomy and Physiology of Ear 
and Vocal Mechanism.................. 2-3 
Psychophysics of Sound and 








Audiometric Testing.................... 2-3 
Speech Pathology (Elementary).. 2-3 
Hearing Conservation and 

Pathology 2-3 
Lip Reading 2-3 
Clinical Practice in Lip Reading.. 2-3 

Total 30 





Persons completing the requirements for 
a hearing therapy certificate may also se- 
cure a speech correction certificate by the 
completion of the following courses: 








Semester 
Hours 
Speech Pathology.......-.-..-cs-s-e- 2-3 
Clinical Practice in Speech Cor- 
rection oss ee 
Total 8 
Palmer’s (5) recent analysis of 


speech correction work placed Indiana 
ahead of all the other states in terms 
of service in relation to population. 
There appears to be no dearth of in- 
formation concerning speech correc- 
tion activities in Indiana. 

As far back as ten years ago interest 
in speech correction in Indiana was 
great enough to warrant surveying the 
facilities available for the treatment 
of speech defectives in colleges and 
universities in the state. A question- 
naire method was employed and on 
the basis of returns from 78 per cent 
of the colleges and universities in In- 
diana several general conclusions were 
reached 

The colleges and universities of the state 
of Indiana are interested in the problem of 
speech defects and the time is ripe for stim- 
ulation of definite programs instead of ex- 
planation and definition of the problem. .. 
The state-wide problem in institutions of 
higher learning is much greater than pre- 
ent facilities can accommodate, and, fur- 
thermore, the universities offering adequate 
teacher training cannot supply the person- 
nel necessary to handle the speech correc- 
tion problem in the state. 

The present study was undertaken 
to determine speech correction and 
hearing therapy facilities in colleges 
and universities in Indiana for the 
school year 1946-1947 and to deter- 
mine the growth in these facilities in 
the ten years since the problem was 
first surveyed (2). 
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TaBLE 1. Classification of answers. 





Number 
Answering 
nT? 


Number 


Question 
Answering 
‘Yes’ 


Number 


Number Not 





No Answering Explanation 
1 7 20 0 
2 15,15,9,9,2,2,1 
3 40,36,30,30,8,6,4 
4 4 3 20 
5 4 3 20 
6 4 3 20 
7 1928,’35,’37,'39,’40 
8 1938,’38,'40,'44 
9 4 16 7 
10 2 When additional 
7 5 » 0 ey available. 
12 5 0 22 
13 2 2 22 2 Hearing, 1 Speech 
14 1 4 » and Hearing 
15 105,100,24,8 
16 300,200, 105,8 
17 5 0 22 
18 4 17 6 
19 3 When extra staff 
2» 9 18 0 is available, 1 1949 
21 4 5 18 
ae 9 0 18 
23 2 3 22 
24 2 16 9 
25 2 Eng., 1 Spec. Ed., 


1 Speech, 1 Speech plus 


faculty committee 





A questionnaire technique was em- 
ployed. Questionnaires were sent to 30 
Indiana colleges and _ universities. 
Twenty replies were received from the 
original request. A follow-up yield 
seven additional replies. The total 
number of questionnaires returned was 
27 or a total of 90 per cent of those 
sent out. The following questions were 
contained in the questionnaire : * 

1. Do you offer courses designated for 
teachers or therapists of speech and hear- 
ing defectives? ? 

2. How many such courses are offered? 

3. What is the total number of semester 
hours of these courses? 

4. Can students major in speech and 
hearing therapy? n 
5. Are students trained to qualify for a 
license to teach speech and hearing therapy 
in Indiana? 

6. Does your school offer any graduate 
courses designed for teachers or therapists 
of speech and hearing defectives? 


*In order to conserve space the format 
of the questionnaire is not duplicated in 
this report. Copies of the questionnaire may 
be obtained from the Purdue Speech and 
Hearing Clinic. 


7. When were undergraduate courses in 
speech and hearing therapy first offered? 

8. When were graduate courses in speech 
and hearing therapy first offered? 

9. If you do not at present offer courses 
designated for teachers or therapists of 
speech and hearing defectives, do you plan 
to introduce such courses in the near fu- 
ture? 

10. When do you plan to introduce such 
courses ? 

11. Do you have a speech and/or hearing 
clinic at your school? 

12. Is the clinic open to speech defec- 
tives who are not enrolled in school? 

13. Do you have a traveling clinic which 
serves the surrounding territory? 

14. Do those receiving clinical service 
pay a special fee? 

15. How many cases is your clinic han- 
dling at the present time? 

16. How many cases can your clinic han- 
dle? 

17. Does your clinic admit both children 
and adults? 

18. Does your school plan to organize a 
speech and/or hearing clinic? 

19. When do you plan to organize the 
clinic? 

20. Do you conduct speech surveys to de- 
termine the speech defectives in school? 








21. Are all students surveyed? 

22. Are newly entering students sur- 
veyed? 

23. Are speech defective students re- 
quired to attend clinic? 

24. Do you plan to institute a speech sur- 
vey? 

25. The speech and/or hearing clinic is 
under the administration of what depart- 
ment? 

The answers of these questions are 
summarized in Table 1. Most of the 
questions could be answered with a 
simple ‘yes’ or ‘no,’ although on cer- 
tain questions short explanations were 
given. These explanations have been 
listed in a separate column of the 
table. 

A comparison of the results of the 
1936 questionnaire and of the present 
study indicates growth of speech cor- 
rection and hearing therapy facilities 
in Indiana colleges and universities 
during the past ten years. In 1936 on- 
ly four schools offered any courses 
designated for teachers or therapists 
of speech and hearing therapy. To- 
day such courses are offered by seven 
schools—Ball State Teachers College, 
Butler University, Depauw Univer- 
sity, Indiana University, Indiana State 
Teachers College, Manchester Col- 
lege, and Purdue University. Ten 
years ago no college or university in 
the state offered graduate work in 
speech and/or hearing therapy. Today 
graduate work in this area is available 
at four Indiana colleges and univer- 
sities-—Ball State Teachers College, 
Indiana University, Indiana State 
Teachers College, and Purdue Uni- 
versity. From the standpoint of course 
offerings it is clear that there has been 
considerable growth in both the num- 
ber of courses and the number of 
schools giving courses in speech and 
hearing therapy. 

There has been only a slight in- 
crease in the number of speech and/or 
hearing clinics in Indiana colleges and 
universities. Ten years ago there were 
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four clinics. Today there are five— 
Ball State Teachers College, Indiana 
State Teachers College, Butler Uni- 
versity, Indiana University, and Pur- 
due University. It should be added, 
however, that four additional schools 
plan to organize clinics within the 
next year or two. 


Some development can be noted in 
the past ten years in regard to the 
number of colleges and universities 
conducting speech surveys. The num- 
ber has grown from seven in 1936 
to nine today. Ten years ago the 
speech of all newly entering students 
was surveyed in only seven colleges 
and universities whereas today nine 
schools are surveying the speech of 
all newly entering students. 


Measured by any of the standard 
criteria, the past ten-year period has 
been one of progress in speech and 
hearing therapy in Indiana. The area 
of greatest progress has been that of 
the training of teachers and therapists 
of speech and hearing defectives. 
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Infant Speech: 
Of Variability 


N SEVERAL ARTICLES on the 

development of infant speech (1, 
3, 4, 5) the progress of the mastery 
of the elemental speech sounds was 
reported. The question of variability 
in the speech development of babies 
was not treated in these reports. The 
present article is specifically concerned 
with this problem. 

Variability in speech development 
may be analyzed in terms of the stand- 
ard deviation of a normal distribu- 
tion or in terms of percentiles with 
which no assumptions of normality 
need be made. This article will ap- 
proach the problem from the first 
standpoint. A subsequent article will 
treat the problem of variability in 
terms of percentiles. The data will be 
presented together with appropriate 
equations and curves derived from 
them. Furthermore, the data will be 
presented in terms of the variability 
of speech sound types and of speech 
sound frequencies. This is necessitated 
by the fact that development differs 
according to the two units of measure- 
ment (3, 4). 

Table 1 gives the means and stand- 
ard deviations for speech sound types 
at each of fifteen age levels through- 
out the first two and a half years of 
life. The table should be read: at the 
first age level (1 - 2) the number of 
infants is 62, the number of records 
is 125, the mean number of types used 
is 7.16 with SD of 2.13, the value at 
I SD below the mean is 5.03, and at 
1 SD above it is 9.29. 

Equations have been derived from 
the type data in Table 1 and curves 
based on the fifteen bimonthly values 
have been plotted in Figure 1. The 
three curves represent the equations 
for the means and for one standard 
deviation below and above the mean. 

*Professor Irwin (Ph.D., Ohio State) is 
Research Associate Professor of Psychol- 
ogy and Child Welfare at the State Univer- 
sity of Iowa and an Honorary Fellow of 
A.S.C.A. The above article is one of a se- 


ties of analyses of data collected in studies 
done at the lowa Child Welfare Station. 
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The Problem 


Orvis C. Irwin 


These phoneme type curves are par- 
abolic arcs. The equations for the 
curve of the means isPy = 7.5 A?471 
and has been discussed elsewhere (4). 
The equations for one standard de- 
viation below and above the mean 
are respectively Pr = 4.6 A®59! and 
Py = 12.8 A®362, The standard devia- 
tion curves indicate where the middle 
68 per cent of speech sound type scores 
may be expected to fall. 

Table 2 presents the frequency 
data and should be read in a manner 
similar to those of Table 1. Figure 2 
shows the curves plotted by means of 
the frequency data contained in ‘Table 
2. The first part of these data involv- 
ing the first year and a half have had 
straight lines fitted to them while to the 
remaining part exponential curves have 
yielded the best fits. The equations 
for the means of the frequency data 
are Pr = 4.5A+52.5 and Pr = 27 
e°.177A+-63.4. They have been reported 
separately (3). The equations for the 
values at one standard deviation below 
the means are Pr =3.2+50 and 
Pr = 70 e9-0634, The equations for the 
values at one standard deviation above 
the means are Pr = 5.7 A+ 67.7. and 
Pp = 101 e9-098A, The standard deiva- 
tion curves in Figure 2 indicate the 
limits within which 68 per cent of in- 
fants during the first two and a half 
years of life may be expected to fall 
in the frequency production of speech 
sound elements. 

The usefulness of Figures 1 and 2 
which present the curves for one 
standard deviation above and below 
the mean will depend upon the nature 
of the distributions about each of the 
fifteen means. The problem resolves 
itself into two parts: (1) normality of 
each of the 15 distributions, and (2) 
uniforthity of variability from one 
distribution to the other. 


* 


NORMALITY OF THE DISTRIBUTIONS 
The use of the standard deviation 
assumes that ‘ie distribution about the 
mean is normal. The following exam- 
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Tasie 1. Type variability among infants: means and standard deviations. 





Bimonthly Number of 





Age Group Subjects Records Mean S.D. -1 S.D. +1S.D. 
125 7.16 2.13 5.03 9.29 
181 11.13 3.42 7.71 14.55 
166 12.28 3.69 8.59 15.97 
170 15.10 3.83 11.27 18.93 
147 15.95 4.13 11.82 20.08 
149 18.61 5,55 13.06 24.16 
127 18.82 523 13.59 24.05 
128 20.43 4.95 15.48 25.38 
106 21.02 4.42 16.60 25.44 

84 22.54 4.97 17.57 27.51 
68 23.00 5.96 17.04 28.96 
52 24.39 3.64 20.75 28.03 
51 25.84 3.98 21.86 29.82 
41 26.08 4.88 21.20 30.96 
27 27.16 2.56 24.60 29.72 








ination is an attempt to test this as- 
sumption in each of the fifteen dis- 
tributions. 

A preliminary test of normality is 
furnished by a comparison of the 
means and medians of distributions. 
When the value of the mean and the 
median of a distribution approximate 
each other, a rough indication of nor- 
mality is furnished. Table 3 presents 
the two sets of values both for pho- 
neme type and for phoneme frequency. 
Inspection of these values reveals that 
for phoneme type the mean and 
median of each of the fifteen dis- 
tributions are quite close. However, 
for phoneme frequency, especially 
from the 10th to the 15th age level, 
the median is less than the mean. 

The problem of normality however 
can be handled statistically by form- 


Taste 2. Phoneme frequency variability 
among infants: means and standard devi- 
ations. 








Bimonthly 
Age 
Group Mean S.D. -1S.D. +18S.D. 
LS a 60.31 9.10 51.21 69.41 
eee 67.07 10.90 56.17 77.97 
<2 73.86 11.65 62.21 85.51 
FB cceceue 76.43 14.13 62.30 90.56 
9-10 ...... 81.06 18.95 62.11 100.01 
11-12 ...... 91.45 19.18 72.27. —=—-110.63 
KS | eee 88.21 20.05 68.16 108.26 
ke 92.36 16.65 75.71 , 109.01 
17-30 x 97.76 17.20 80.56 114.96 
19-20 ...... 98.06 20.90 77.16 118.96 
BABE ssnows 107.11 28.10 79.01 135.21 
(i 115.14 28.40 86.74 143.54 
25-26 ......137.78 38.00 99.78 175.78 
A 140.34 40.70 99.64 181.04 
29-30 ......155.78 4220 113.58 197.98 





ulas for symmetry and kurtosis. Sym- 
metry refers to the degree of skewness 
of a distribution, kurtosis to its flat- 
ness or peakedness. Both skewness 
and kurtosis may be tested by formulas 
based on percentiles. A more precise 
but also a more laborious method is 
Fisher’s g statistic (2). The shorter 
method has been used with these data 
and whenever the results have not 
been decisive, they have been checked 
by the Fisher method. 

When the tests of symmetry and of 
kurtosis are applied to the phoneme 
type data, all of the fifteen distribu- 
tions are acceptably symmetrical. Like- 
wise, all meet the test of kurtosis, ex- 
cept the distribution at the fifteenth 
age level. Thus the distributions repre- 
sented by the means in Figure 1, on 
the whole, are close to normal. How- 
ever, when a similar analysis is made 
of phoneme frequency data, the re- 
sult is not as satisfactory as for the 
type data. Eight of the distributions 
in Figure 2 are skewed and all of them 
are flat. 


VARIABILITY BETWEEN AGE LEVELS 
Besides the problem of the nor- 
mality, there is the further problem of 
the uniformity of variability among 
these fifteen distributions. The ques- 
tion is whether variability is constant 
among the fifteen age levels. This is 
the problem of relative variability. 
Bartlett’s test (6) of the homogene- 
ity of variance may be applied to these 
data, or coefficients of variability may 
be used to determine relative varia- 





INFANT SPEECH VARIABILITY 


VARIABILITY OF PHONEME TYPES 
STANDARD DEVIATION 
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Ficure 1. Curves showing the means and 
standard deviations for speech sound 
types at each of 15 age levels. Equations 
were derived from the data in Table 1. 


tion. The advantage of Bartlett’s 
formula is that it affords an overall 
test of significance of variability. But 
it does not tell the degree or strength 
of variability, nor does it indicate the 
tendency or pattern of variation. It 
needs to be supplemented by coef- 
ficients of variability and indices of 
variation to indicate trends of vari- 
ability throughout the whole period of 
infancy. 

When Bartlett’s test of the hom- 
ogeneity of variance is applied to the 
fifteen distributions, the corrected Chi- 
square value is 78.536. With 14 de- 
grees of freedom, this value lies be- 
yond the 1% level of confidence, in- 
dicating a highly significant heter- 
ogeneity of variance among the dis- 
tributions. 

The trend among these variances is 
indicated in Table 4 which gives the 
coefficients of variability (V=02 
and the relative variation. Relative 
variation is determined by the quo- 
tient, V 2nd level , The coefficient for each 


let level 


level is in turn divided by 


age 
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Ficure 2. Curves plotted by means of fre- 
quency data in Table 2. 


that of the first. In this manner each 
distribution is compared with that of 
the first age period. The table should 
be read: The coefficient of variability 
(V) for the first age level is 29.8, 
the relative variation (RV) is 1.00. 

An examination of the coefficients 
of variability shows that for phoneme 
type the values decrease from 29.8 for 
the first age period (1 - 2 months) to 


Tasie 3. Comparison of means and medians 
of phoneme type and phoneme frequency. 








Phoneme 
Age Phoneme Type Frequency 
Level Mean Median Mean Median 
| SIRs 72 69 60.3 57.7 
? eC 11.1 10.7 67.1 66.4 
, 12.3 124 73.9 72.5 
eee 15.1 144 76.4 75.1 
Picscsbait 16.0 15.5 81.1 76.0 
18.6 185 91.5 90.2 
j ORES 18.8 17.8 88.2 85.9 
- Re 20.4 19.4 92.4 91.3 
en: a9. 212 97.8 97.4 
| ae 22.5 23.0 98.1 94.1 
| setae: 23.0 23.0 107.1 102.6 
| f OEE 244 246 115.1 110.8 
|, 25.8 26.5 137.8 129.5 
| 26.1 269 140.3 132.0 
a Zio 218 155.8 148.3 
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TasLe 4. Variability of fifteen distributions: 
phoneme type and phoneme frequency. 











Age Phoneme 

Level Phoneme Type Frequency 
V RV V RV 
| ee | 1.00 15.1 1.00 
< A 30.7 1.03 16.3 1.08 
Ae Se 20.0 1.01 15.8 1.05 
"ns 25.4 0.85 18.5 1.22 
5 eee. ARES 23.4 1.55 
Ber x. 29.8 1.00 21.0 1.39 
pe 27.8 0.93 22.7 1.50 
Bu, 24.2 0.81 18.0 1.18 
eee 1 0.70 17.6 1.16 
ea 22.0 0.74 21.3 1.41 
| ee ee 26.2 1.73 
| ee Fe 0.50 24.6 1.63 
| a 15.4 0.52 27.6 1.82 
ee 18.7 0.63 29.0 1.92 
aS 9.4 0.32 27.1 1.79 





94 for the fifteenth level (29 - 30 
months). If the relative variation at 
the first age level be taken as unity, 
then the quotients remain approximate- 
ly the same for the first year of life. 
They decrease during the second year 
about a third and at the end of the 
period of infancy by two thirds. The 
quotient for the last age level is 0.32. 

When Bartlett’s test is applied to the 
overall frequency data, the variances 
are found to be heterogeneous. Chi- 
square is 272.94. With 14 degrees of 
freedom this value lies well beyond the 
1% significance level. Whereas there 
is a significant decrease in the vari- 
ability» of the 15 phoneme type distri- 
butions, there is an increase in vari- 
ability among the phoneme frequency 
distributions. Table 4 shows that the 
‘coefficient of variability for frequency 
is 15.1 at the first age level and 27.1 
for the fifteenth. Again if the rela- 
tive variation for the first period is 
taken as one, that for the fifteenth is 
1.79 or not quite double that of the 
first level. The RV values increase 
with age until for the last half year 


of the period of infancy the quotients’ 


are greatest and remain fairly con- 
stant. 

In conclusion then, the fifteen 
phoneme type distributions in general 
are normal, but they decrease to about 
one-third in relative variability. Of the 
fifteen phoneme frequency distribu- 


tions, about half meet the criteria of 
normality, and their relative variability 
increases until at the end of infancy 
it is almost twice that at the begin- 
ning of life. 

In a subsequent article in this series, 
the problem of variability of speech 
sound data will be analyzed in terms 
of percentiles. This device will throw 
light on the further problem of the 
diagnosis of the speech status of in- 
fants. 


SUMMARY 

This report is concerned with prob- 
lems of variability of infant speech 
sounds in terms of phoneme type and 
of phoneme frequency. Equations have 
been derived from the data and curves 
have been plotted for one standard 
deviation above and below the mean. 
When appropriate formulae were used 
to test for symmetry and for kurtosis 
of the distributions for each of fifteen 
age levels upon which the curves are 
based, it was found that those for 
phoneme type are close to normal 
while half of those for phoneme fre- 
quency deviate significantly from nor- 
mal. A comparative analysis of the 
variability of the fifteen phoneme type 
distributions shows that they decrease 
invariability with age, whereas pho- 
neme frequency variability increases 
during the same period. 
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Contact Ulcer of the Larynx 
III. Etiological Factors 


HIS PAPER represents a study 
of sixteen patients with contact 
ulcer of the larynx, with special ref- 
erence to etiological factors. There 
are certain general causes of laryngeal 
diseases which may be significant. 
Those under consideration are: gen- 
eral diseases, focal infections, respira- 
tory disorders, auditory disorders, 
other diseases, nervous maladjust- 
ments, trauma to the larynx, dietary 
deficiency, insufficient sleep, occupa- 
tion, tobacco, alcohol, climate, environ- 
ment, vocal abuse, age, and sex. This 
article is a discussion of the collec- 
tive data from the sixteen patients. 
The average age of this group was 
50, agreeing with that found by Jack- 
son (2). Contact ulcer, therefore, is 
a disease of adult life. The range of 
ages in this group was 27 to 69. 

The ratio of male to female was 
15 to 1. This concurred with Jack- 
son’s finding (3, 163). 

Under general diseases, only measles 
and mumps occurred in the histories 
of a majority of cases. Other diseases 
had been present in a few cases. Focal 
infections, respiratory and auditory 
disorders had ensued in a minority. 
All these were encountered years be- 
fore diagnosis of contact ulcer. Hence, 
their etiological importance, if any, 
is quite indirect. 

While the majority of patients did 
not admit to any emotional disturb- 
ances whatsoever, others acknowl- 
edged nervousness, depressions, ten- 
sions, fears, worries, excitements, and 
stage fright, but there was no indica- 
tion that these factors are etiological- 
ly significant. 


* Georgiana Peacher (Ph.D., Northwest- 
ern) is Director of the Speech Clinic, 
Neuro-Physical Rehabilitation Clinic, Phila- 
delphia. This is the third of a group of 
articles adapted from a Doctoral disserta- 
tion written under the direction of Profes- 
sor Clarence T. Simon. The second article 
in this series will appear in a future issue 
of the Archives of Otolaryngology under 
the title: ‘The Rédle of the Vocal Re-edu- 
cation.’ 


Georgiana Peacher* 


Only one patient had trauma to the 
larynx. This, however, happened 37 
years prior to diagnosis of contact 
ulcer and was so slight a blow that 
the connection between the two is 
probably unrelated. 

Dietary deficiency did not play a 
part in the etiology of contact ulcer 
in these patients, since all had well 
balanced diets sufficiently high in vi- 
tamins. 

All patients slept an adequate num- 
ber of hours for adults. The hours 
slept ranged from 6.5 to 9. Only 8 of 
the 16 slept well. The reasons for 
the others sleeping poorly were gen- 
eral nervousness or laryngeal pain. 
For two patients, physicians, it was 
due to telephone ringing and in one 
patient, to nightmares. Insufficient 
good sleep, therefore, is not a primary 
factor in these cases taken as a whole. 

Occupation seems to have a definite 
etiologic bearing on the condition for 
all 16 patients were in work which 
either required a great deal of talking, 
or of speaking above a noise. Typical 
of the first designation are teachers, 
clergymen and salesmen. The ones in 
occupations representing conditions in 
which talking against a noise prevailed 
were a railroad engineer and a clerk 
in a large railway office. All patients 
granted that they used their voices 
considerably or under conditions of 
noise. 

Tobacco usage does not play an im- 
portant part in these cases for only 
two patients smoked excessively. One 
of these only smoked one package of 
cigarettes a day while the other con- 
sumed 30 to 40 cigarettes daily. Nine 
did not smoke at all. 

The use of alcohol is not a signifi- 
cant contributory factor in these cases 
for only one patient used alcohol ex- 
cessively. Seven never used alcohol at 
all. 

Activities outside working hours 
did not appear to be particularly rele- 
vant. Only one patient participated 
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in an activity which probably caused 
additional laryngeal strain. This pa- 
tient was an instructor who played a 
saxophone, clarinet and flute in an 
orchestra three to four hours a day. 

The manner in which these patients 
used their voices is probably an im- 
portant etiologic factor for many ad- 
mitted to habitual vocal usages over a 
long period of time which would be 
injurious to the vocal folds. Among 
the vocal abuses listed by patients 
were tension, hoarseness, huskiness, 
throatiness, harshness and a raspy or 
guttural quality. One patient had tried 
whispering when in great pain, but 
found no relief. Another, a priest, re- 
ported that it was necessary for him 
to whisper 3 to 8 hours every Satur- 
day during confessionals. After these 
sessions he would suffer aphonia. A 
study of these same patients from an- 
other aspect (4) indicated that in 
some cases whispering actually caused 
the symptoms and signs of contact 
ulcer to become more severe. These 
facts appear to support the theory 
that whispering may produce a harm- 
ful effect on the vocal folds. Whisp- 
ering has been one therapy recom- 
mended by those claiming that no 
traumata is caused as the vocal folds 
do not vibrate. Contrary evidence, 
however, has been discovered in Gries- 
man’s planigraphic studies of phona- 
tion. Griesman (1) pointed out that 
in the planigraphs of the larynx dur- 
ing whispering ‘one can see the nar- 
row subglottic space as a sign of the 
decreased air pressure, the dome- 
shaped inferior aspect of the approxi- 
mated vocal cords, with a clearly 
blurred gap, indicating that the vo- 
cal cords perform real vibration.’ 
There was only a small outlet for 
escaping air. Not only was vibration 
noted, but the entire larynx was ele- 
vated and appeared compressed from 
below and closed internally in the 
supraglottic region because of the ap- 
proximation of the ventricular and 
arytenoid folds. Griesman concluded 
that the entire larynx was in a con- 
dition of increased effort and strain, 
and he questioned whether shouting 
or whispering were the more harm- 
ful vocal abuse. 


The majority cf patients in this 
study had some form of vocal dis- 
tress. The severity varied with dif- 
ferent times of the day and from one 
occasion to another. For the most part 
greater vocal distress was evident in 
the evenings. It was also reported 
that most patients had greater distress 
after speaking. All these observations 
point to misuse of the speaking voice. 

The patients waited a mean time of 
22 months after the onset of hoarse- 
ness before consulting a physician; 
this average takes into account all 
patients except one who had always 
had hoarseness. No patients went to 
the doctor for the symptoms of hoarse- 
ness alone. While all admitted to 
hoarseness of durations from two 
weeks to a period of a lifetime, none 
did anything about it until more severe 
symptoms set in. Pain was usually the 
symptom which directed the patient 
to a physician. 

This study, consequently, eliminated 
from the etiology of contact ulcer of 
the larynx many of the possible fac- 
tors which may be involved in laryn- 
geal disease. For example, the use of 
tobacco cannot be considered, because 
nine of the 16 patients did not smoke 
at all. The incidence of general dis- 
eases, respiratory and auditory dis- 
orders, and other diseases was not con- 
sistent, but a few types had occurred 
in approximately half the patients. 
These diseases, while too remote in 
the medical histories to be direct 
causes of contact ulcer, may have 
made the laryngeal membranes more 
susceptible to the direct etiologic fac- 
tor of vocal abuse. The primary eti- 
ology in these patients, therefore, lies 
in vocal misuse, the only factor com- 
mon to all the cases. 
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Contact Ulcer of the Larynx 
Part IV. A Clinical Study 
Of Vocal Re-education 


HE INQUIRY into the effects 

of speech re-education on con- 
tact ulcer of the larynx was focused 
from observations of the inadequate 
results of medical treatment and from 
an awareness of the apparent etiologi- 
cal importance of misuse of the speak- 
ing voice, as reported in preceding 
sections of this study. The purpose of 
the present investigation, therefore, 
has been to determine the effect on 
contact ulcer of training in good vocal 
production. 

As a basis for this investigation, 
the following questions were selected: 

1. What common factors are pres- 
ent in the case histories of patients 
with contact ulcer of the larynx, and 
to what extent may they account for 
the pathology involved? 

2. Is vocal misuse a factor in the 
etiology of contact ulcer? 

3. What is the effect of vocal re- 
education on contact ulcer? 

Sixteen cases of contact ulcer of 
the larynx were studied by means of 
their recorded medical histories and 
by a special questionnaire’ used to ob- 
tain supplementary information. These 


*This is the fourth part of a Doctoral 

dissertation completed at Northwestern 
University. The auhor, Georgiana Peacher 
(Ph.D., Northwestern) is Director of the 
Speech Clinic, Neuro-Physical Rehabilita- 
tion Clinic, Philadelphia. The author wishes 
to acknowledge the invaluable direction of 
Professor Clarence T. Simon and the help- 
ful assistance ot Dr. Paul Holinger. 
* All the patients were sent a specially de- 
vised questionnaire before any were seen by 
the investigator. The results of this phase 
of the study were presented in Part III, 
‘Etiological factors,’ J. Speech Disorders, 
1947, 12, 177-178 (this issue). 
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cases were all patients of Dr. Paul 
Holinger, a laryngologist of Chicago, 
and subjected themselves to the study 
at his request. 

These cases were divided into an 
experimental group and a_ control 
group according to whether or not 
they lived within commuting distance 
of the Northwestern University 
Speech Clinic. The six individuals who 
lived within commuting distance 
agreed to participate in a series of in- 
dividual lessons in vocal re-education. 
These six constituted the experimen- 
tal group. 

The length of treatment for each 
case varied from four to nine months 
with one or two half-hour lessons a 
week. The procedure of treatment 
consisted of instruction in the correct 
use of the speaking voice and included 
the following points: relaxation, ear 
training, control of breathing, easy 
initiation of tone, optimum pitch, easy 
vocal production, melody pattern, rate, 
volume, and purity of tone. While 
all points were considered with each 
case, individual adaptations were made 
in length of time spent on any one 
aspect, or the amount of repetition, 
review, and elaboration of any one 
part of the training. These adapta- 
tions were dictated by a thorough 
analysis of vocal quality and habits of 
production. 

Individual records were kept during 
re-education, including changes in vo- 
cal quality, improvement in ease of 
phonation and statements made by the 
case concerning his voice, his symp- 
toms of pain and other pertinent data. 
At periods from two weeks to a month 
apart during this training, recordings 
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Ficure 1. Indirect laryngoscopic picture of Case 1 before vocal re-education. The ex- 
tremely sharp character of the spicule which comes out into the lumen of the larynx 
from the left vocal process was evidenced in the first examination. One month after 
surgical removal, the ulcer recurred with the identical character as seen above. The 
left image shows the vocal cords at rest. The right shows the appearance on phonation. 


of the voice were made for compari- 
son with the recording made before 
the initiation of the training. A vocal 
analysis was written for each record- 
ing. 

Indirect laryngoscopic examinations 
were made periudically in order to 
note any change in the laryngeal con- 
dition. Those were supported by reg- 
ular examinations by Dr. Holinger, 
who drew diagrams of the mirror im- 
age to indicate the position and site 
of the lesion. Each drawing was ac- 
companied by a statement by Dr. Hol- 
inger of the laryngeal condition. 

The remaining ten patients who 
were unable to commute regularly for 
therapy composed the control group. 
The two groups were comparable in 
all respects except availability for vo- 
cal training. The control group, there- 
fore, did not receive vocal re-educa- 
tion. The course of the ulcers of the 
control group was traced from first 
diagnosis, and a record was kept of 
treatment given and results obtained. 

Differences were then drawn _ be- 
tween the experimental and control 
groups with special regard to treat- 
ment, symptoms and signs. 


EXPERIMENTAL Group 
Cask 1. This patient was 41 years 
of age, male, and an insurance brok- 
er. He used his voice almost constant- 
ly in his work. Because of hoarseness 
and almost constant coughing of a 


few days’ duration and hemoptysis, 
he consulted a physician who diag- 
nosed a small growth on the left vocal 
fold as papilloma. A previous exami- 
nation had shown no abnormality of 
the vocal folds. At this time he was 
advised to rest his voice and to stop 
smoking, which he did. 

An examination four months later 
showed the growth on the left cord 
to be larger and led to the conclusion 
that it should be removed. He was re- 
ferred to Dr. Holinger. The patient 
had been hoarse for over four months 
and hemoptysis had occurred on two 
occasions while coughing. 


Indirect laryngoscopy showed a 
sharp, white nodular protuberance 
from the vocal process of the left ary- 
tenoid as shown in Figure 1. Removal 
of the mass was carried out and a 
final diagnosis of contact ulcer was 
made. 

The patient remained on complete 
silence for one week following the 
operation and returned for re-exami- 
nation. The condition of the larynx 
was satisfactory. A month later, he 
was seen again. Mirror laryngoscopy 
showed that the ulcer had recurred. 
Dr. Holinger advised a month’s vaca- 
tion. In spite of this plan together 
with vocal rest, the ulcer increased in 
size. All vocal symptoms had increased 
in severity. 

At the begining of vocal re-educa- 
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Ficure 2. Appearance of larynx of 
Casé 1 after vocal re-education. A 
normal larynx is readily observable. 


tion, the pitch of the patient’s voice 
was far below the average male voice. 
It averaged at G below the bass staff 
or 10 full notes below middle C. At 
several notes above his accustomed 
pitch, the quality was pure. There was 
none of the roughness that was 
present at the lower pitches. When 
optimum relaxation of the laryngeal 
musculature was obtained, there was 
no hoarseness at the higher pitch. Ten- 
sion was noted as he descended the 
pitch scale. A break into hoarseness 
was noted at D of the bass staff, 6 
notes below middle C. Optimum pitch 
was established at A, 2 notes below 
middle C. Pure quality was attained 
from E below middle C to F above, 
a range of nine full notes. 


While this case was not a dynamic 
speaker, definite over-stressing oc- 
curred. The rate was average. Glottal 
attack was present on almost every 
initiation of tone. A pneumo-kymo 
graphic record revealed shallow 
breathing and use of residual air. The 
short breaths, coupled with forceful 
expulsion of air, were probably among 
the reasons for his having a voice 
which tired easily. Hoarseness was 
more severe when speaking on residual 
air. 

3y the end of one month, the patient 
had the principles of good vocal pro- 
duction fairly well controlled and made 
use of them in his daily speech. The 
laryngeal! soreness disappeared and his 
voice did not tire after a day of talk- 
ing as it had previously. Indirect 
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laryngoscopy showed that the ulcer 
had dissolved with only a small de- 
pression .in the opposite cord remain- 
ing. A week later, however, he came 
with the following report: In a heated 
long distance telephone conversation 
he had forgotten everything and spoke 
louder and more forcefully than he 
had since he started therapy. Immedi- 
ately afterwards he noted a severe 
tension in his larynx and it was a 
strain for him to speak again. He said 
he could feel something in his throat. 
Indirect laryngoscopy showed a recur- 
rence of the ulcer. It was a slight 
elevation from the left vocal process 
extending about half the distance that 
it had previously. It was seen, there- 
fore, that a short period of vocal 
abuse in this case brought a recrudes- 
cence of the ulcer. 

The patient immediately resumed 
the easier phonatury habits, and two 
weeks later the ulcer went away again. 
Dr. Holinger made the following re- 
port at this time: 

The patient is speaking much more 
easily and with less effort. Mirror exam- 
ination showed disappearance of the 
spicule which appeared to extend from 
the vocal process of the left arytenoid. 
Vocal re-education was continued 

for six additional months. At the end 
of this time the small depression on 
the right cord had evened out and the 
condition of the larynx was reported 
as completely normal by Dr. Holinger. 
(See Figure 2.) The voice returned to 
a clear quality and there was no sore- 
ness. 

CasE 2. This patient, aged 52, male 
was a high school principal, teacher 
and preacher. During the past four 
months the patient had had laryngeal 
pain, hoarseness and coughing. A di- 
agnosis of contact ulcer was made. 
(See Figure 3.) One month later the 
patient was seen again and the ulcer 
had increased in size. A granuloma 
existed at the base of the ulcer. 

Vocal re-education was started im- 
mediately with no period of silence. 
The average pitch was G, below the 
bass staff. The total range was limited 
to five full notes from E to B. For 
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Ficure 3. Laryngeal image of Case 2 
before vocal treatment. The condi- 
tion shows the ulcer on the left 
vocal process with an indentation 
into the opposite cord. A granu- 
loma had formed in the bed of the 
ulcer on the left cord. 


the most part he spoke in a monoto- 
nous pitch pattern with an abrupt 
fall on the last word or syllable of 
each phrase, clause, or sentence. There 
was, consequently, a repetition of a 
declining melody. Words were stressed 
by an expulsive increase of intensity, 
using great pressure of air. The voice 
was extremely and consistantly hoarse. 
Glottal attack was frequent and all 
vocal production was marked by ex- 
cessive tension. Over a period of 
thirty years, the patient had used his 
voice considerably in public speaking 
and had strained his voice especially 
in preaching. People sitting towards 
the back of the church and in the bal- 
cony always had difficulty in hearing 
him. When they told him of this, he 
would force his voice all the more. 

The first therapeutic measure taken 
in vocal re-education was to forbid 
all public speaking until such time as 
he should be completely free from ten- 
sion and could speak with easy phona- 
tion. 

The principles of good vocal pro- 
duction were presented and the patient 
responded exceptionally well. At the 
end of a month’s training, Dr. Holing- 
er made the following report: 

There has been a definite improvement 
in the condition of the patient’s larynx. 
The amount of granulation tissue and 
swelling on the vocal process of the left 
arytenoid has been reduced and there is 
not exudate present now as on previous 
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examinations. The granuloma is softer 

in appearance. The configuration on the 

opposite side shows less inflammatory 
reaction. 

The patient’s voice gradually im- 
proved in quality. Optimum pitch was 
determined at G immediately below 
middle C with a range from E of the 
bass staff to C above middle C. Be- 
tween these pitches the voice had a 
clear quality. Two months later, Dr. 
Holinger noted further improvement 
in the condition of the larynx and one 
month after that, he reported that the 
granuloma and granulation tissue had 
entirely disappeared, the cord edges 
were straight, and the larynx was in 
a normal state. Thus, after four 
months of vocal re-education, the 
larynx had returned to normal with- 
out a trace of the ulcer on either 
cord. (See Figure 4.) 

The lessons were continued through 
four additional months. The volume 
of the voice was built to the level 
necessary for a large auditorium with- 
out inducing laryngeal strain. His 
first sermon lasted 25 minutes and he 
spoke without feeling the previous vo- 
cal distress. There was no hoarseness. 
Gradually the patient was permitted 
to deliver more sermons and other 
public addresses. All were given with 
easy vocal production. The members 
of the church who formerly had dif- 
ficulty in hearing him, now said they 
had no difficulty whatsoever. He spoke 








Ficure 4. Laryngeal image of Case 2 
after vocal treatment. The granu- 
loma had disappeared, the ulcerated 
area was dissolved and the larynx 
had returned to a normal condition 
with perfectly evened cords. 
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with a greatly decreased volume and 
forcefulness. By the end of these four 
months, he was back to preaching once 
and twice on Sundays and teaching 
during each day of the week. The 
voice was clear. After eight months 
of vocal re-education, there had been 
no recrudescence of the ulcer, granu- 
loma, symptoms of pain, coughing, or 
dysphonia. 

CasE 3. This patient, aged 69, a 
nun, received a diagnosis of contact 
ulcer two years prior to the initiation 
of vocal re-education. For the three 
years before vocal treatment, there 
had been constant pain on the right 
side of the larynx which had been 
consistently associated with pain in 
the ipsilateral ear. Discomfort was 
more severe when speaking and swal- 
lowing and had steadily increased in 
severity over the last two years. For 
five years preceding this period of 
constant pain, there had been intermit- 
tent distress, occurring only upon 
speaking. 

There were no drawings of the 
larynx in this patient as no true ulcera- 
tion existed. The diagnosis, however, 
was contact ulcer since the patient’s 
symptoms were characteristic and 
there was a break in the tissue on the 
right vocal process with definite red- 
ness in the posterior commissure. In- 
flammatory change was more extert- 
sive on the right vocal process than 
on the left. 

Silence had been the method of 
treatment, but failed to bring improve- 
ment. Even after retirement from 
teaching for the last two years the 
pain remained constant and increased 
in severity. 

Extreme tension was noted and it 
was a great effort for the patient to 
speak. The voice was weak with very 
little volume. Breathing was shallow 
with breaths lasting for one or two 
words only. Vocal quality was raspy. 
The used pitch was low for a woman, 
at E below middle C, with a range 
of only three notes from D to F. It 
was a small and rigid range with no 
melody pattern. The patient stated 
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that she had realized that she had 
misused her voice for many years in 
teaching and had always felt a strain 
in speaking. 

With relaxation, control of breath- 
ing, and ease of vocal production 
came a gradational lessening of symp- 
toms. All factors in good phonation 
were difficult to obtain, especially that 
of raising the pitch level and develop- 
ing variation in pitch. Optimum pitch 
was established at middle C with a 
range from G below to G above. Soon 
the patient attained variation around 
her optimum pitch with inflections 
which were totally absent before. The 
pain in the larynx and ear gradually 
decreased in severity and at the end of 
four months had subsided entirely. It 
did not recur during the last month of 
vocal re-education. At intervals Dr. 
Holinger had noted improvements in 
the state of the larynx, and at the 
close of treatment he indicated that 
the condition was excellent, the cords 
normal with no inflammation, and 
there was no pain. The larynx had 
thus returned to normal and the symp- 
toms of pain and dysphonia had dis- 
appeared. The patient gained good 
control of her voice and while it had 
not reached perfection, it manifested 
an ease of production and clearness 
of tone. 

Case 4. This patient, aged 44, male, 
a salesman, received a diagnosis of 
contact ulcer of the larynx and three 
weeks later the ulcer was removed 
by surgery. Hoarseness had been 
present for a month prior to diagnosis. 
An irreguar pink mass extended me- 
dially and anteriorly from the vocal 
process of the right arytenoid. There 
was a depression in the region of the 
vocal process on the left side into 
which the mass of the right cord ex- 
tended on phonation. This condition 
is shown in Figure 5. Dr. Holinger 
removed the tissue for histological 
study. The character of the larynx 
after the operation is shown in Figure 
6. The report of the procedure was as 
follows : 

The vocal process of the right aryte- 
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Ficure 5. Laryngeal image at diag- 

nosis of contact ulcer in Case 4. 
The ulcer appeared on the right 
vocal process. This process was 
considerably thickened and irregu- 
lar. There was an ulcer on the op- 
posite cord at the point of contact 
with the irregularity on the right 
side. 

noid was considerably thickened and ir- 

regular. The mucosal surface is inflamed 

and there is some whitish exudate on its 
surface. The thick material was removed 
and the cord edge straightened. There 
is an ulcer on the vocal process of the 
left arytenoid at the point of contact 
with the irregularity of the right side. 

The histological report giving the 
diagnosis as contact ulcer was as fol- 
lows: 

There are small pieces of tissues in 
the sections. They have a squamous epi- 
thelial margin, a portion of it a thick 
layer of hornified epithelium with long, 
papillary extensions into the underlying 
stroma. Portions of this stroma are ne- 
crotic and with fibrinous and leucocytic 
exudates. The material available for mi- 
croscopic examination is limited and _al- 
though meager in amount had some fea- 
tures that suggest, in addition to inflam- 
matory changes, also an overgrowth of 
epithelium. 

The patient remained on silence for 
one week following the operation and 
then vocal re-education was initiated. 
His voice evidenced the same dys- 
phonia as it had two weeks before the 
operation. His used pitch averaged at 
C of the bass staff with a range from 
A below to E above. He was forcing 
his voice down to this pitch and the 
resultant tension was obvious. The 
voice was constantly hoarse. Glottal 
plosive attacks were frequent. Over- 
energization in breathing was shown 
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by the explosive nature of his speech. 
At the end of each phonation, his 
voice would break into a_ whisper. 
There was a stress pattern rather 
than a melody pattern. Hoarseness in- 
creased as he descended in pitch. 


Optimum pitch was determined 

G below middle C with a range from 
D below to E above middle C. He at- 
tained this level with an optimum re- 
laxation of the speech musculature. 
The voice had a clear quality at this 
level. He gained control of respira- 
tion. After four months of vocal 
training, the voice returned to normal 
and the ulcer did not recur. Succes- 
sive reports during vocal treatment 
which were made by Dr. Holinger are 
as follows: 

One month after operation: Condition 
of the larynx markedly improved. The 
ulcerated area in the posterior portion 
of the right cord on the vocal process is 
quite smooth, but still slightly reddened. 

Two months after operation: There 
are two small white patches of exudate 
on the vocal process of the right aryte- 
noid. Otherwise the lesion seems much 
improved and the patient has no symp- 
toms whatsoever referable to his laryn- 
geal condition. 


Four months after operation: The 
condition of the larynx is normal. The 
right cord has evened out and the ulcer 
on the lett cord has disappeared. There 
are no symptoms, 
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Ficure 6. Laryngeal image of Case 4 
after surgery. The ulcer on the 
right cord did not recur and the 
right cord gradually evened out 
during vocal re-education. The ul- 
cer on the left cord disappeared. 
At the end of therapy the larynx 
had returned to normal. 
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Ficure 7. Laryngeal image of Case 5 
before vocal re-education. Contact 
ulcer with formation of granuloma 
was seen on the left cord with in- 
dentation on the opposite cord. 

Case 5. This patient was 42 years 

of age, male, and a sanitary engi- 
neer. He had had intermittent pains 
on the left side of the throat for a 
year, and for the past four months 
they had been constant and dull. He 
also had sharp, cutting pains with no 
specific duration or regularity, vary- 
ing from twice a day to a few times 
weekly. Indirect laryngoscopy showed 
a perfect picture of contact ulcer as 
given in Figure 7. There was consid- 
erable piling-up of epithelium on the 
vocal process of the left arytenoid. 
Absolute silence was carried out for 


one month. Hoarseness and other 
symptoms remained. 
About two years later, mirror 


laryngoscopy revealed a considerable 
increase in the granuloma on the left 
vocal process. The patient’s symp- 
toms had increased, including hoarse- 
ness and severe pain. 

Vocal re-education was started im- 
mediately, with no period of silence, 
and was carried through for four 
months. 

The patient had a perceptive loss of 
hearing, an average of 30 db. loss in 
the right ear and 60 db. in the left 
ear. Because of this he had used a 
greater intensity of voice than was 
necessary. 

Used pitch was extremely low, av- 
eraging at A, ten notes below middle 
C, and ranged only five notes from F 
to C. He talked in almost a monotone. 
Muscular tension was involved and 
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there were perpetual glottal plosive 
attacks. The quality of voice was ex- 
tremely hoarse and showed some of 
the characteristics of the deaf. 

Through vocal re-education, the pa- 
tient improved in all points of good 
phonation. He found that everyone 
heard him at the decreased volume. 
He gained relaxation of the speech 
musculature. Optimum pitch was 
established at A, two notes below 
middle C, with a range from the EF 
below to the E above. By the end of 
the training period, he had this pitch 
level firmly established and felt a 
strain if he tried to descend beyond 
this level. He also attained a greater 
variation in melody pattern. He gained 
emphasis by inflections and slight in- 
creases in volume rather than by force- 
ful stresses. 

The pain in the larynx gradually 
became less severe and after a month’s 
training, it had disappeared. This was 
the first time in two years that he had 
been completely free from pain. The 
intermittent sharp pains likewise did 
not recur. No pain was felt during 
the last three months of vocal re- 
education. The voice became pure in 
quality, and he spoke easily without 
tension. 

The condition of the larynx im- 
proved throughout this training. Two 
months after initiation of lessons, Dr. 
Holinger made the following observa- 
tion: 
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Ficure 8. Laryngeal image of Case 5 
after two months of vocal treat- 
ment. The granuloma had entirely 
disappeared. Only the edge of the 
crater remained in which the gran- 
uloma had formed. 
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Ficurr 9. Laryngeal image of Case 5 
after four months of vocal re-edu- 


cation. The exudate on the pos- 
terior portion of the left cord was 
much diminished and there was 
only one point remaining which ex- 
tended beyond the phonating edge 
of the cord. The indentation on the 
right cord had evened out. 

There has been marked improvement 
in the patient’s symptoms. The area of 
exudate on the posterior portion of the 
left vocal cord is much less inflamed and 
there is not as much hyperplasia as on 
previous examinations. The granuloma 
has entirely disappeared and all that 
remains of the ulcer is the edge of the 
crater where the granuloma had been 
fixed. (See Figure 8.) 

After two additional months of vo- 
cal re-education, Dr. Holinger made 
the report which follows: 

The exudate on the posterior portion 
of the left cord is much diminished and 
there is only one point which extends 
beyond the phonating edge of the cord. 
The redness has been reduced. There is 
no pain. (See Figure 9.) 

Cask 6. This patient, aged 55, male, 
was a clerk in a large railroad office. 
The lesion of the larynx was di- 
agnosed as contact ulcer of the right 
vocal process with an accompanying 
ulcer on the opposite arytenoid. The 
patient remained on silence for one 
week and returned for re-examina- 
tion. The area on the right arytenoid 
showed more exudate and was slight- 
ly more pointed in character. A week 
later the epithelial hyperplasia on the 
right arytenoid appeared to be in- 
creasing. A direct laryngoscopy with 
removal was made. For two months 
after the operation the patient re- 
mained on complete vocal silence. Two 
years later the patient was seen again. 
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Recrudescence of the ulcer was ap- 
parent with an adjacent inflammatory 
reaction on the right vocal cord. Three 
months later there was an increase in 
the lesion and a rather definite exu- 
date covering the vocal process of the 
left arytenoid. (See Figure 10.) 

Vocal re-education began immedi- 
ately and continued for four months. 
The voice was hoarse and there was 
noticeable tension. The patient’s used 
pitch in speech averaged at F below 
middle C. Optimum pitch was estab- 
lished at E above middle C. Here a 
clear quality was obtained. By the end 
of four months, he had obtained a 
clear quality around this pitch with- 
out strain. The pain, which had been 
present during the first month of vo- 
cal therapy, had disappeared. At this 
time Dr. Holinger made the following 
report: 

Mirror laryngoscopy shows a slight 
amount of exudate on each vocal proc- 
ess and some redness surrounding the 
vocal process. However, this picture is 
much lesser in degree than at any pre- 
vious time. (See Figure 11.) 


Con'rror, Group 

CasE 1. This 60 year old male, a 
railroad engineer, received a diagnosis 
of contact ulcer. He experienced pain 
only when speaking. These symptoms 
and hoarseness had been apparent for 
three month. For a month, he reduced 
the amount and vigor of talking. There 
was slight improvement in the con- 
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Ficurre 10. Laryngeal image of Case 
6 before vocal treatment. The con- 
tact ulcer is seen on the right vocal 
process. There was a definite exu- 
date covering the vocal process of 
the left arytenoid. 
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Ficure 11. Laryngeal image of Case 
6 after vocal re-education. There 
was a slight amount of exudate on 
each vocal process, much lesser in 
degree than at any previous time. 
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dition of the larynx, but the hoarse- 
ness, pain and ulcer remained. 

CasE 2. A 47 year old male, a mer- 
chant, remained on silence and vaca- 
tioned in a warm, dry climate for one 
year following his diagnosis of con- 
tact ulcer. Examination of the larynx, 
four years after the first diagnosis, 
revealed that the ulcer was still 
present. His dysphonia was the same 
as before. He never smoked or used 
alcohol. Mirror laryngoscopy showed 
that the cords were more irregular 
than before. Silence and a dry climate 
was advised again, but the patient 
found it impossible to comply with 
the recommendations. One year later, 
indirect laryngoscopy indicated con- 
tinuity of the ulcer with an increase 
in hoarseness, the hoarseness being as- 
sociated occasionally with hemoptysis. 
Pain was severe and intermittent, oc- 
curring on excessive talking. Thus, 
the symptoms and signs in this case 
had perpetuated for a period of seven 
years. 

Cask 3. A priest, aged 50. For three 
months prior to his first consultation, 
he had been troubled with soreness 
in his throat. Complete loss of voice 
occurred intermittently and hoarseness 
had been present as long as the pa- 
tient could remember. Diagnosis of 
contact ulcer was given. Silence was 
advised by his physician at repeated 
intervals, but the patient was unable 
to cooperate. There was continued vo- 


cal abuse and a perpetuation of the 
ulcer and symptoms two years after 
diagnosis. 

Case 4. This patient, a 63 year old 
minister, received a diagnosis of con- 
tact ulcer. For the previous six 
months he had been hoarse and felt 
laryngeal soreness while speaking and 
swallowing. He underwent complete 
silence for one month and returned for 
re-examination. An improvement in 
the laryngeal condition had occurred. 
Silence was continued for seven 
weeks. When he discontinued the si- 
lence, he began talking easily in a 
soft manner which was radically dif- 
ferent from his accustomed bombastic 
speech. For five months he continued 
using this type of speech along with 
a considerable reduction in the amount 
of talking. At this time, mirror laryn- 
goscopy showed slight redness of the 
posterior portions of the vocal cords, 
but no true ulceration. Two months 
later the symptoms had decreased and 
there was a resolution of the ulcerated 
area. He had continued moderate use 
of the voice and preached only once 
on Sundays as compared with the 
previous constant use and three ser- 
mons each Sunday. 

Case 5. A 66 year old male school 
teacher who consulted a laryngologist 
after having had laryngeal pain and 
hoarseness. Two weeks of whisper- 
ing were recommended. This was fol- 
lowed by an increase in the severity 
of symptoms. Ten days of silence 
showed no improvement. The ulcer 
was removed. After a period of si- 
lence the ulcer recurred. The new 
granuloma was removed, but recurred 
again after silence was discontinued. 
The laryngologist refused to perform 
another operation and this time the 
patient underwent several months of 
complete silence. The ulcer went away 
at the end of this period, but time 
did not allow a follow-up to check the 
condition after discontinuation of si- 
lence. 

Case 6. A 50 year old salesman, 
who had always had a husky voice. 
For the last two years it had become 
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very hoarse and deeper in pitch. 
Aphonia ‘occurred intermittently and 
for a few weeks’ duration at each 
occasion. The ulcer was then excised. 
The patient remained on silence for 
one month, after which he spoke very 
little and with much less effort and 
the ulcer did not recur. 

Cast 7. A physician, male, aged 
61. Hoarseness and pain were noticed 
for two weeks. Mirror laryngoscopy 
showed a small contact ulcer. The 
patient was not seen again. 

Case 8. A 27 year old priest who 
had been troubled with hoarseness for 
more than three years when he first 
consulted a laryngologist. The con- 
tact ulcer was removed by direct 
laryngoscopy. The ulcer recurred and 
two years later the ulcer and symptoms 
of hoarseness, soreness of the throat 
and weakness of voice were all present. 

Case 9. A college instructor, male, 
aged 29. For a year he had had 
intermittent attacks of difficulty in 
speaking and pain in the throat which 
increased after lecturing for an hour. 
He was under a definite vocal strain. 
His condition was diagnosed as con- 
tact ulcer. The patient remained on 
silence for one month, but seven 
months later the ulcer was still ap- 
parent. A year and a half after di- 
agnosis the ulcer and symptoms of 
pain, hoarseness and vocal distress 
persisted. 

Case 10. A physician. 45 years of 
age, who had to speak considerably 
during office hours as well as at lec- 
tures in a medical school. The contact 
ulcer was surgically removed immedi- 
ately upon diagnosis, but recurred 
afterwards. A year and a half later 
another operation was performed. The 
ulcer was again apparent at a later 
examination. 


CoMPARISON OF THE EXPERIMENTAL 
AND Con’Ror, Groups 

The majority of cases in the ex- 

perimental and control groups demon- 

strated a common factor: the fact 

that the ulcer did not heal unless the 

patient changed his method of phona- 


tion in the direction of easier and 
more relaxed production. 

The experimental group showed 
definite curative signs in all cases. 
There was elimination of the ulcer and 
a cessation of symptoms in three 
cases and almost complete return to 
normal in two. These five did not have 
the ulcer removed before treatment. 
The remaining patient had the ulcer 
removed just prior to vocal treatment 
and his ulcer did not recur. More 
specifically, two cases of the experi- 
mental group in which the larynx re- 
turned to normal with dissolution of 
the ulcer, lost the symptoms of hoarse- 
ness and pain. Another case, with a 
diagnosis of contact ulcer, who did 
not have a definite ulcer but a split 
in the tissue and an inflamed larynx, 
lost the symptoms of constant pain 
and hoarseness and the larynx re- 
turned to a normal condition. In one 
case, the ulcer had almost complete- 
ly disappeared and the pain and 
hoarseness were gone. This ulcer 
showed gradual improvement through- 
out vocal therapy and only a small 
amount of exudate remained where 
there had been an ulceration bed with 
a granuloma. About the same was 
true for the other case in which the 
ulcer had almost completely disap- 
peared. The last case had the ulcer re- 
moved immediately before the initia- 
tion of vocal treatment. During the 
vocal re-education the ulcer on the 
right cord did not recur, the right 
cord evened out, the ulcer on the left 
cord disappeared and the symptoms 
ceased. Thus, it can be stated that the 
condition of the larynx returned to 
normal in four cases and almost to 
normal in two cases. 

Of the patients in the control group, 
on the other hand, two had ulcers 
which healed only after they un- 
derwent surgery plus a long period 
of vocal silence followed by a reduc- 
tion in both the amount and force- 
fulness of speech. Six patients in the 
control group suffered a continuance 
of symptoms and of the ulcer even 
after silence or surgery, or both. In 
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these cases it was apparent that the 
perpetuating factor was continued 
misuse of the voice. One case had re- 
currence of the ulcer after two opera- 
tions. It only finally disappeared after 
several months of complete silence. 
There was no’ follow-up available 
after his discontinuing silence to show 
the subsequent condition of the 
larynx. One patient was seen only 
once by Dr. Holinger. 


CoNCLUSIONS 


It is seen, therefore, that for the 
most part the ulcer heals only after 
careful vocal re-education, or after 
silence plus reduction in the amount 
and vigor of speech. Obviously, it is 
better to institute vocal re-education 
than to advise a long period of silence 
followed by abstinance from over-in- 
dulgence in speech. 

One advantage of vocal training is 
that the patient will learn the correct 
methods and control of vocal produc- 
tion and will be less likely to slip back 
into former habits of vocal misuse 
than patients not receiving such train- 
ing. They will learn such points as 
optimum pitch and easy initiation of 
tone which they could not learn by 
themselves. 

Another factor in favor of vocal 
re-education is the fact that silence is 
not a necessary part of this training. 
This is a relief to the patient, as all 
patients object to complete silence. It 
is contended that if the patient uses 
his voice correctly, the amount of 
talking need not make a difference. In 
the program of vocal re-education 
used in this study, the patients were 
instructed to use their voice as much 
as they desired, but always to remem- 
ber the correct manner of usage. From 
the beginning of vocal training, no 
patient was told to cut down on the 
amount of speaking. There was only 
one patient who was restricted from 
speaking before large groups until 
the time came when he could project 
his voice without the previous strain 
and effort. 


189 


Furthermore, the period of vocal 
re-education was shorter in all six 
cases than that required for the pa- 
tients in the control group who were 
able to resume speech without recur- 
rence of the ulcer. The ulcers in the 
experimental group which disappeared 
were eliminated in from one to four 
months, whereas in the control group 
elimination of the ulcer required from 
seven to nine months. 

The fact remains, moreover, that 
several patients in the control group 
who continued using their voices in- 
correctly had a perpetuation of the 
ulcer and symptoms. It appears to be 
necessary, therefore, that patients with 
contact ulcer of the larynx radically 
alter their method of phonation. All 
patients in both groups at the time 
of and prior to diagnosis of contact 
ulcer had a characteristic type of 
phonation. This faulty type of pro- 
duction, in all probability, was a pre- 
dominant etiologic factor. There were 
individual variations and degrees of 
inferior vocal usage, but all had the 
following genera! deviations from 
good production of voice: 


1. Extreme tension of the speech muscu- 
lature as well as generalized bodily tension. 


2. Forcing the pitch far below the aver- 
age pitch of male or female voices. 


3. Glottal plosive attack. 
4. Explosive speech. 
a. predominant stress pattern. 
b. rigid melody or confined 
range. 
c. considerable breath pressure. 
d. increased intensity. 


5. Hoarse quality. 


pitch 


SUMMARY 
ONTACT ULCER is a disorder 


of function produced by defec- 
tive action of the larynx which is re- 
ferred to here as misuse of the speak- 
ing voice. Several factors under con- 
sideration in this study brought forth 
this conclusion. First, no specific in- 
fections were found. The great major- 
ity of patients were not affected by 
other diseases which might have 
played a part in the etiology. The pa- 
tients did not indulge frequently in 








alcohol or tobacco. Evidence leading 
to the belief that these patients pre- 
sented a functional disturbance was 
found in the fact that they were en- 
gaged in occupations requiring exces- 
sive vocal usage and all admitted to 
its abuse. Furthermore, a large major- 
ity experienced distress after speaking. 
In examination of those in the ex- 
perimental group, it was discerned 
that they misused their voices in 
specific ways. Thus, it was not only 
the intemperate use, but more par- 
ticularly, the ill-usage that was im- 
portant. 

The most convincing evidence for 
considering contact ulcer a functional 
disorder, however, came from the ef- 
fects of vocal re-education upon the 
ulcers of these patients. The larynges 
of four out of six patients returned 
to normal with cessation of all symp- 
toms. The other two patients showed 
an almost complete return to normal 
in their laryngeal condition and a 
discontinuance of symptoms. The chief 
symptom of pain in all cases ceased. 
That of hoarseness also subsided as 
well as hemoptysis, dysphagia, odyno- 
phonia, odynophagia and coughing. 
Cases were observed in the control 
group, however, in which the ulcer 
persisted over a number of years with 
continued vocal abuse. Case 2 of the 
control group, for example, continued 
misuse with the resultant perpetuation 
of the ulcer, hoarseness and laryngeal 
pain for a period of seven years. The 
experimental group also gave evidence 
of the persistence of the ulcer over a 
period of time with continued vocal 
misuse up to the time re-education 
was instituted. This was particularly 
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true in Case 5 of the experimental 
group in whom the ulcer persisted 
for two years, but after re-education 
in good phonatory habits the gran- 
uloma in the bed of the ulcer com- 
pletely disappeared and only a small 
amount of exudate remained at the end 
of four months. Case 3 of the experi- 
mental group was also a striking ex- 
ample of the continuance of symp- 
toms for a period of eleven years, fol- 
lowed by a cessation of symptoms 
and return to a normal larynx after 
vocal re-education. 

Another important conclusion to be 
drawn from this study is that surgery 
is not beneficial in most cases of con- 
tact ulcer of the larynx, although the 
laryngologist may not disregard the 
need for deciding which cases require 
surgery. For the majority of cases 
in this study, and those reported in 
the literature, surgery was for the 
most part of no avail since the ulcer 
frequently recurred after removal. 
The preferred method of treatment, 
consequently, should be vocal re-edu- 
cation. 

From the comparison of the results 
for the experimental and _ control 
groups in this study, it would seem 
reasonable to conclude that: 

1. Vocal abuse was the principal 
etiologic factor in the present group 
of the 16 patients with contact ulcer 
of the larynx. 

2. Vocal abuse was the chief per- 
petuating factor of contact ulcer of 
the larynx. 

3. Contact ulcer was amenable to 
treatment by vocal re-education. 
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The Chewing Method Applied 
For Excessive Salivation and 
Drooling In Cerebral Palsy 


HE ‘CHEWING METHOD’ isa 
special corrective technique which 
has been introduced by Dr. Emil 
Froeschels. Dr. Froeschels has based 
his method on the obvious fact that 
chewing is one of the functions of 
those organs which produce speech. 
Moreover, as there is only one set of 
muscles and nerves for both seeming- 
ly different functions, those of speak- 
ing and chewing, and since the two 
kinds of movement do not interfere 
with each other, these functions must 
be identical, for chewing and speak- 
ing can be performed at the same time. 
For example, one can eat or chew 
gum without interrupting speech. 
Froeschels’ chewing method should 
be used in the following way: First, 
an explanation of the identity of 
chewing and speaking movements is 
given to the case: ‘We use our mouth 
when we talk. We use our mouth 
when we chew. We use the same set 
of muscles and nerves for both talk- 
ing and chewing. And we can talk and 
chew at the same time—a feat which 
cannot be performed by any other set 
of muscles in our bodies. We can play 
the piano and type, using our fingers, 
but we cannot do both at the same 
time. Therefore, as far as the move- 
ments are concerned, talking and 
chewing are identical.’ 
Then the patient should be asked 
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to chew in the ordinary manner, with 
closed lips, but with the mouth empty, 
and so he will observe that his tongue 
moves constantly during the act of 
chewing. Immediately afterward he 
is asked to chew ‘like a savage,’ that 
is to say, by opening his mouth and 
using extensive movements of his lips 
and tongue. (Occasionally a person, 
while chewing with open mouth, will 
keep his tongue constantly lying on 
the bottom of his mouth. From a me- 
chanical point of view, this position 
is not normal; the more the jaw drops, 
the more extensively the tongue 
should move up and down.) 

Observations of primitive people 
have shown that in chewing they open 
and close their lips and jaws much 
more than do cultivated persons, that 
they lift and drop the lip and the 
blade as well as the back of the 
tongue, and that they frequently give 
voice while they chew. Froeschels (2) 
believes that this voiced chewing was 
the origin of human speech. Subse- 
quently the patient is asked to pro- 
duce voice during the act of chew- 
ing. We say to him, ‘Let us pretend 
we are savages and chew noisily, that 
is, permitting the voice to escape at 
the same time, disregarding the rules 
of good manners.’ If the chewing is 
performed correctly, with various 
movements of the lips and the tongue, 
a great variety of sounds will escape 
from the mouth. If uniform sounds 
like ‘ham-ham-ham’ are heard, the 
lips and tongue do not move suf- 
ficiently. Correctly performed, chew- 
ing gives the sound impression of a 
foreign language. ‘So let us chew— 








not imitate the movements—but ac- 
tually chew it. Let us pretend we 
have a hard piece of meat in our 
mouth and chew it.’ After a short 
‘chewing conversation,’ the patient 
should learn that there is no funda- 
mental difference between this kind 
of language and his native tongue, or 
any other language, so far as speech 
movements are concerned. In other 
words, all these languages are noth- 
ing but meaningful chewing coupled 
with voiced and voiceless breath. (It 
is well known, of course, that some 
sounds involve voice, while others do 
not). 

¢ In the beginning of the treatment 
the patient should chew for a second 
or two at a time, not longer, but at 
least twenty times a day for the 
first few days. Then, while chewing 
an imaginary morsel, he will chew 
English, his words—that is, he will 
speak with chewing movements. He 
will count, say the days of the week, 
the months, etc., continually imagin- 
ing that he chews and moves a morsel. 

The next step in the treatment 
consists of reading, which should be 
frequently interrupted by ‘meaning- 
less’ chewing. During conversations 
in the patient’s language he should be 
reminded that he must think of chew- 
ing, and that he may once in a while 
mingle some meaningless chewing with 
‘English chewing.’ 

In the course of the treatment, the 
‘savagely’ chewing is replaced with less 
conspicuous chewing; the patient has 
to shift in his mind from thinking of 
‘speaking’ to thinking of ‘chewing’ 
English (or any other language). 
Thinking of chewing is a mental pro- 
cess. The actual chewing, of course, 
should never be forgotten or neglected 
until the idea of chewing is rooted 
sufficiently in the mind of the case to 
enable him to ovecome his difficul- 
ties. The amount of time it takes a 
patient to learn to retain the idea of 
chewing during reading and conver- 
sation, or during lecturing, depends 
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on several partly unknown circum- 
stances. 

There are no speech ‘exercises,’ 
since speaking is the same as chewing 
and need not be ‘practiced.’ Every 
patient has to be treated individually ; 
(there is no group treatment). The 
length of the sessions and time needed 
for the treatment of each patient de- 
pends entirely on his special case. The 
sessions should not be too long, they 
should last not more than half an 
hour or even less time, but they should 
be frequent, more often in the be- 
ginning of the treatment (if possible, 
every day, or every second day) and 
less often later on. In general the 
chewing method ‘catches on’ quickly, 
so that the entire treatment may take 
a few weeks or months, again depend- 
ing on the special case. 

The chewing method, which up to 
now has been known as a treat- 
ment for stuttering, functional voice 
troubles, and recently for dysarthrics 
(1), is being used for the first time 
for excessive salivation and drooling 
in cerebral palsy. 

Froeschels (2) has said: “The chew- 
ing technique is an excellent means of 
freeing the voice from all kinds of 
muscle constrictions. If the spastic 
patient suffers from such symptoms 
and can learn to “chew his voice,” 
the effect should be immediate and 
striking. Efforts to improve the func- 
tions of the muscles of the mouth and 
speech organs are often accompanied 
by a marked decrease of salivation 
and drooling which we recognize as a 
malfunction due to a lack of control 
in the closure of the mouth and a de- 
ficiency in swallowing movements. The 
tendency for these objectionable fea- 
tures to disappear is a direct result of 
securing a greater degree of control 
over the muscles involved.’ The pos- 
sible influence of the chewing method 
on excessive salivation and drooling 
may be due toa stronger and more fre- 
quent stimulation of the swallowing 
reflex. 
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CEREBRAL PALSY 


The following case histories are 
those of some cerebral palsied patients 
whose excessive salivation or drool- 
ing has been greatly improved or cured 
in a remarkably short time. Half hour 
sessions were held only twice a week 
with each of these cases. 


Case No. 1 

F. M. G., born March 20, 1922 
(forceps case), with cerebellar hy- 
pogenesis (ataxia) resulting in a lack 
of balance and coordination in the 
voluntary muscles. As a very young 
infant, she had difficulties in sucking. 
She attempted to stand at the age of 
6 months, started to talk at the age of 
8 months, and attemped to walk at the 
age of 9 months. Yet, at the age of 
14 months she was still unable to stand 
or walk alone. Her physical training 
began at 18 months of age and has 
continued up to the present date. 
While in elementary school, she re- 
ceived daily muscle re-education and 
semi-weekly speech lessons. Despite 
her physical disability she appeared 
in all dance recitals with her normal 
schoolmates. She entered first grade 
of school at the age of 8.5 years, won 
all scholarship awards of the respec- 
tive schools she attended, and grad- 
uated 10.5 years later. In addition to 
the B.A. degree, she holds an L.L.B. 
and an M.A. degree. She is known to 
be the only cerebral palsied woman 
lawyer in the United States and was 
the youngest person ever admitted to 
the Federal Bar from her home dis- 
trict. She is now employed as Re- 
search Director at The Federation of 
the Handicapped, Inc. 

At her first visit to our clinic on 
June 4, 1946, it was evident that this 
young woman had greatly overcome 
her physical impairment. Her appear- 
ance and walk were nearly normal, 
but the tremor of her arms and hands 
prevented her from holding things 
steadily. (She is not now able to write 
and has to type or dictate whatever 
she wants to put on paper.) She was 
able to articulate correctly, though 
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the rhythmical movement of the man- 
dible was retarded in rate. A frequent 
but not constant hyperrhinolalia was 
noticeable, probably due to irregular 
involuntary muscle contractions of the 
soft palate. Paretic hoarseness and 
excessive salivation were evident. 

Treatment was begun on July 19, 
1946. The patient was shown how to 
‘chew her voice and words,’ e. g., to 
perform actual chewing movements 
while speaking. Her voice became 
clear at once. From then on she was 
instructed to ‘chew English.’ Through 
the use of the chewing method as ap- 
plied in both singing and speech 
habitually, hyperrhinolalia and paretic 
hoarseness were eliminated, monotony 
of the voice disappeared, and saliva 
in the corners of the mouth was 
markedly reduced. 


Case No. 2 

T. F., born October 15, 1920 (for- 
ceps case) with spasticity, left arm 
and leg paralyzed, speech and@ voice 
impaired. In 1945 he started with re- 
laxation lessons at the Federation and 
has remarkably improved. He has 
overcome his self-consciousness to a 
great extent. He is employed as a mail 
clerk (inserting letters into envelopes) 
at the Federation. 

At his first visit on August 13, 1946, 
it was evident that his left forearm 
and hand were twisted to the left side. 
With great effort he was able to grab, 
pick up and hold objects with the af- 
flicted hand. As a result of his par- 
alysis, his tongue deviated to the left 
(the weaker) side, the reason for the 
lisp for which he is still being treated. 
Also, excessive salivation was present, 
showing in the corners of the mouth. 

Treatment with the chewing method 
began at once. His voice cleared up 
within half an hour, and has re- 
mained clear during chewing. On 
August 16, chewing was explained to 
him as a method for controlling ex- 
cessive salivation. Since then he has 
been chewing regularly. The result- 
ing decrease of salivation was noticed 
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on August 27, and since September 
24 excessive salivation has stopped en- 
tirely. Saliva no longer appears in 
the corners of his mouth. The dura- 
tion of the treatment with the ghew- 
ing method for excessive salivation 
was 43 days. 
Case No. 3 

V. N., born May 10, 1921 (forceps 
case) with spasticity. He suffers from 
spastic hemiplegia, which has affected 
the right side of his body since birth. 
He had three convulsive attacks, the 
last of which occurred at the age of 
9 years. In 1932 he underwent sur- 
gery on his right forearm, a tendon 
transplantation, to release his muscular 
tension. After the operation and two 
months massage treatment he started 
to grab, pick up and hold objects. He 
now uses his right hand in a marked 
ulnar abduction and the wrist is bent 
so that his grip is not firm and stable. 
The right thumb is hardly used be- 
cause t is in constant abduction po- 
sition. He walks with moderate un- 
balance. In 1945 he started exercises 
at the Federation which helped his 
right arm greatly. He is employed as 
a woodworker at the Federation. 

Treatment with the chewing method 
was started on August 6, 1946. An 
apparent numbness in his right cheek, 
which seemed to vary in degree, was 
noted. Due to this factor the patient 
was not always aware of his drooling. 
On his second visit he reported that 


he was chewing, with and without 
gum, at home and during work. After 
his four-day treatment he said, ‘My 
mouth does not feel “wet” anymore, 
it feels “dry’”.’ On August 12 he re- 
ported that he was chewing, silently 
or aloud, especially when salivation 
started. Since August 30, drooling has 
disappeared entirely, after 25 days of 
treatment. He has been re-checked 
occasionally, and no drooling has ever 
occurred again. A chronic eczema has 
disappeared. 


SUMMARY 


The use of the chewing method in 
cerebral palsy is evidently successful 
in achieving : 

1. Improvement of the functions 
of the mouth and speech organs, as 
well as of the voice (most probably 
by eliminating some psychogenic dif- 
ficulties). 

2. Stimulation of swallowing. 


3. Decrease of salivation and drool- 
ing, or even cure in this respect. 

However, a more widespread use 
of the chewing method is needed to 
give further substantiation to the re- 
sults obtained. 
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The Chewing Method of 
Treating Stuttering 


N REVIEWING the literature on 

stuttering, we find that extensive 
work has been done and profuse sta- 
tistics have been reported on the bi- 
ochemical, physiological, psychological, 
rhythmokinetic, and various other as- 
pects of this speech disorder, but it 
is surprising how little one gains 
from the literature concerning ther- 
apy. One does gather, however, that 
while there is considerable controversy 
regarding the physiology and psych- 
ology of stuttering, there is a con- 
sensus of opinion that the first and 
foremost task of the therapist is to 
break down the misconception on the 
part of the afflicted person that 
speech, or any part of speech is ‘dif- 
ficult.’ The therapist will have won 
half the battle if he can convince the 
stutterer of the ease of speech, prove 
to him that his speech organs are nor- 
mal and functioning perfectly, and 
that there is no such thing as a ‘dif- 
ficult?’ word or syllable or sound— 
hence that there is nothing to fear. 

All of this sounds simple enough, 
and yet many devious methods to 
achieve this end—breathing exercises, 
phonetic sequences of sounds and 
sound combinations, relaxation and 
rhythmic drills, etc——more often than 
not fail to do the trick. It often would 
seem as though the exercises merely 
increase the patient’s belief in his ‘dif- 
ficulty’ since he understands that ex- 
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ercises serve to help teach him what 
he otherwise would be unable to ac- 
complish, and he is soon caught in 
the vicious circle of replacing one 
evil by another. Any method, there- 
fore, should minimize the speech dif- 
ficulty and logically convince the 
patient of the ease of speech. 

Dr. E. Froeschels (1, 2) has in- 
troducing a method which, to my way 
of thinking, is particularly effective. 
Before describing his method, I should 
like to give a brief outline of the 
symptoms and the development of the 
speech disorder which we call stut- 
tering, in accordance with Dr. Froes- 
chels’ point of view. 

At an early age, between two and 
three years, almost every child, for a 
period of several weeks or months, is 
inclined to repeat syllables or words. 
These repetitions in the young child, 
however, are merely the result of an 
incongruity between the formation of 
thoughts and the capacity to find the 
words to express them adequately, a 
discrepancy between the thought tem- 
po and the speech tempo. This is 
similar to what every adult speaker 
experiences under certain circum- 
stances, such as emotional or nervous 
stress.) The child, in order to fill the 
gap between the last word found and 
the following word for which he is 
still groping, and following the urge 
to produce speech, repeats the last 
word until the next comes to his 
mind. With a normally increasing vo- 
cabulary the discrepancy between the 
speech tempo and the word finding 
capacity diminishes until the speech 
tempo matches the speed of thought 
and normal flow of speech results. 
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When, however, the child’s attention 
during this period of adjustment is 
directed toward his speech by the em- 
phasis placed upon it by over-anxious 
parents and he becomes conscious of 
the effect of his speech peculiarity on 
his listeners, he will soon use it as 
an effective weapon of resistance in 
case he has any asocial trends, or he 
will exploit his experience by using it, 
consciously or unconsciously, to exert 
power in order to gain the attention 
which he craves. Equally injurious is 
the attitude of misinformed or igno- 
rant parents or educators who re- 
primand the child for his manner of 
speech, asking him to ‘repeat the word 
and talk slowly’ or, still worse, ‘to 
stop and say the difficult word over 
again,’ or inflict actual punishment 
for failure to do so, instead of as- 
sisting the child by intelligently and 
systematically increasing his vocab- 
ulary. In any event the difficulty be- 
comes a fixation and the vicious circle 
of imaginary difficulties and the re- 
sulting fear of the anticipated dif- 
ficulty with its entire galaxy of symp- 
toms is started. The child becomes 
a stutterer. 

While the child repeats the last 
word at his normal individual speech- 
tempo (primary clonus), the repeti- 
tions increase in frequency and soon 
the next symptoms are introduced: the 
iteration of one initial consonant 
(Rothe clonus), drawling, whispering 
or mutism, usually between three and 
six years, or after school attendance. 
With the psychological component of 
fear thrown into the pattern, usually 
some months after primary iterations, 
the difficulty of uttering words of 
which the child has become fearful is 
compensated by the exertion of pres- 
sure (clonotonus and _tonoclonus, 


respectvely). Soon the pressure ex- 
ceds iterations and appears as the do- 
minant symptom in the speech pat- 
tern (tonus). We then speak of the 
true tonus—about one year after the 
onset. This symptom is characterized 
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by excessive contractions of the 
muscles of the mouth and throat which 
at the following stage is accompanied 
by contractions of muscles in prac- 
tically any part of the body, breath- 
ing troubles, jerking of the head or 
shoulders, blinking, stamping the feet, 
waving the arms, etc. These are called 
accompanying movements and the con- 
dition will be more readily understood 
when we bear in mind that any mus- 
cular exertion takes its toll at the ex- 
pense of another set of muscles. These 
symptoms, once acquired, may under- 
go a variety of modifications—usual- 
ly 6 to 8 years after onset—and show 
considerable variations in rate of per- 
formance. 

When the child reaches the age of 
puberty, the more conspicuous symp- 
toms are frequently replaced by less 
apparent ones (concealed stuttering) 
(1). A boy may clench his fist in his 
pocket while speaking with consider- 
able ease, yet break into severe stut- 
tering the moment he is told to take 
his hand out of his pocket. It is re- 
markable that no two stutterers show 
identical speech patterns, a fact which 
considerably complicates the picture 
and clearly points to the psychological 
factor involved. 

With this general outline of the 
chronological development of stutter- 
ing the therapist is usually able to 
judge, from the clinical picture in an 
individual case, the duration and 
present phase of the disorder. It hap- 
pens, however, that now and then we 
see a patient with one or several ‘ad- 
vanced’ symptoms which, according to 
the above scheme, he could not pos- 
sibly have developed at his chron- 
ological age. A youngster of three or 
four years, for example, who shows 
violent accompanying movements, ex- 
cessive drawling, fast or slow clonus 
or fast tonus, could not with the great- 
est of skill have developed these symp- 
toms in the usual way in the short 
time of his stuttering experience. In 
these cases we are faced with ‘imita- 
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tion’ stuttering and investigations in- 
to the history of those children will 
almost always reveal that the child 
either has a stutterer in his immediate 
environment or else has come in con- 
tact. with a stutterer. Being an un- 
trained observer, the child imitates 
those symptoms in the speech pattern 
of the advanced stutterer which strike 
him as most conspicuous without, 
however, noticing the logical mechan- 
ism behind it. While he actually sees 
the tonic pressure preceding the ut- 
terance of a plosive, for example, he 
will imitate the pressure and then form 
his plosive with the greatest of ease 
(untrue tonus). He has _ misinter- 
preted the model. 

Froeschels’ method is based on his 
conception that speech emanates from 
the function of chewing. Before the 
process of civilization interfered with 
the natural movements of the jaws 
and the tongue in chewing and no 
code of etiquette tabooed the utter- 
ance of sound in the process, men 
chewed with voice emission. The re- 
sulting sounds were interpreted by 
the fellow chewer as indicative of 
pleasure or displeasure, and eventual- 
ly distinct speech developed. Froes- 
chels illustrates this statement by re- 
ferring to the fact that up to the 
present time aboriginal tribes in Af- 
rica chew with voice emission so that 
on approaching their dwellings the 
untrained listener cannot distinguish 
whether they are munching their food 
or carrying on a conversation. 

We all know that we can chew and 
talk at the same time, despite the fact 
that the muscles involved in both func- 
tions are the same. Hence it follows 
that chewing and talking are identi- 
cal. In other words, when we are able 
to chew we are able to talk. 

This postulation is the starting 
point of our treatment of stuttering 
for children—as soon as they are in- 
telligent enough to grasp what is told 
them—and adults. (Another method 
is applied in cases of very small chil- 
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dren.) We ask the patient whether 
he can chew. He invariably admits 
that he can, without any difficulty or 
trouble. Can he talk while chewing, 
provided he forgets his good man- 
ners? Yes, he can. In case of uncer- 
tainty he is given a piece of candy or 
chewing gum to convince him. Does 
he use the same organs, lips, tongue, 
jaw and other muscles in both chew- 
ing and talking? Yes, he does. Like- 
wise, does he write and play the piano 
with the same set of muscles? Yes, 
he does. Can he do both these things 
at the same time? No, that he cannot 
do. Then, how can he talk and chew 
at the same time? At this stage of 
the game he usually offers the answer 
spontaneously: because chewing and 
talking are identical. This established, 
he is asked to chew, silently first, with 
the advice to visualize the process of 
chewing a tough piece of meat and 
reproducing the same movements as 
in actual chewing. It is essential to 
point out here that a mere imitiation 
of chewing, by moving the jaws up 
and down with the tongue lying flat 
at the bottom of the mouth, will not 
do. After we have convinced ourselves 
that he actually performs the chew- 
ing movements, we have him chew 
with voice emission, encouraging him 
by doing the same thing ourselves. 
We can now easily check the patient’s 
chewing by listening to the sounds he 
makes. When the same movement is 
repeated, the ensuing sound pattern 
is monotonous, somewhat like ‘bah- 
bah-bah.’ If the movements are those 
of actual chewing, the sound pattern 
is that of a peculiar language with 
a variety of sound combinations. We 
then start a conversation ‘savage 
fashion.’ Children usually enjoy this 
and adults, particularly those with a 
strong neurotic tendency, can easily 
be freed from their embarrassment or 
resistence by impressing upon them 
the scientific aspect of it. The patient 
is asked to ‘chew aloud,’ 40 or 50 
times a day for ‘just a few seconds.’ 
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When he returns after a few days, we 
suggest that we now chew English 
instead of chewing ‘nonsense,’ and 
chewingly ask him a few questions, 
such as ‘How old are you?’ ‘Where do 
you live?’ ‘What is the name of your 
best friend?’ suggesting that he an- 
swer in the same manner. We then 
have him recite the days of the week, 
or the names of the months, constant- 
ly chewing. By this time the patient 
has realized that he cannot stutter 
while chewing, even should he desire 
to do so. He is told to talk and read 
in a chewing manner; in other words, 
from now on he is to chew English 
instead of talk English. 

In repeated conversations the patient 
is asked actually to chew (holding his 
finger against his cheek and ‘chewing 
his finger’ often helps to remind him). 
Later, when this is done in a depend- 
able manner, he is asked merely to 
think of chewing. At this time the 
stuttering symptoms, including accom- 
panying movements, frequently have 
disappeared. With younger children 
the mother is advised to supervise the 
chewing and to constantly remind the 
child of it until he has ‘caught on to 
it.’ 


If all this seems hard to believe 
I suggest that it be tried, and that the 
reader observe the almost instantan- 
eous improvement and the relief of- 
fered the patient when he realizes 


that nothing is wrong with him, after 
all. 

As is the case with all methods and 
prescriptions made for human con- 
sumption, there are cases who cannot 
be helped by this method. In my own 
experience, however, these are only 
cases of so high a degree of psycho- 
neurotic involvement that psychiatric 
treatment should be given them. 

Objections may be raised as to the 
psychological aspects of the personal- 
ity of the stutterer. To deal with this 
question at length is beyond the scope 
of this paper. I should like to say, 
however, that the well trained ther- 
apist will always consider the per- 
sonality of the patient asa whole, and 
that in addition to using the chewing 
method or any other method for that 
matter, the therapist will contribute 
constructively to the process of re- 
building the patient’s injured person- 
ality and supply him with a sound 
philosophy which will enable him to 
re-evaluate his attitude toward life 
and toward his fellow human beings. 
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Advantages and Disadvantages 
of Private Practice 


N ATTEMPTING to set forth 

some of the advantages and disad- 
vantages of private practice in speech 
correction it seems best to try to be 
of some assistance to those who have 
thought of attempting to develop a pri- 
vate practice, but who have had no 
means—or, at most, insufficient means 
—of knowing just how advantageous 
or disadvantageous a private practice 
can be. The emphasis in this article, 
therefore, is not on how to administer 
a private practice, but on whether or 
not to develop one. 

Let us look first at the advantages 
of being in private practice: 

1. In private practice one has a high 
degree of independence. One can 
choose his own cases, make his own 
decisions, determine his own hours, 
and, within limits, determine his own 
fees. 

2. In private practice one almost 
always is privileged to work with a 
greater variety, and certainly a great- 
er number, of cases than those ordi- 
narily assigned to correctionists in in- 
stitutions. 

3. The patients who come to a pri- 
vate speech correctionist are usually 
highly motivated. The fact that they 
seek voluntarily the therapist’s aid 
and are willing to pay his fee for that 
aid sets up a motivation not readily 
equalled by other means. Of course, 
a patient is occasionally forced into a 
consultation by ‘an _ over - zealous 
mother or aunt or grandmother, but 

*Paul D. Knight (M.A., Northwestern) 
has for fifteen years conducted a private 
practice at 95 East Washington Street, Chi- 
cago 2, Illinois. This article is an adaptation 
of a paper presented to the 1946 ASCA 
convention, 
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the private practitioner is in a posi- 
tion to refuse to receive such a per- 
son until he himself has seen the value 
of training. 

4. There is an ever-present stim- 
ulation and a resulting growth by vir- 
ture of the discipline in the necessity 
of achieving a high degree of success 
in treating cases. This is by no means 
to be interpreted as a disparagement 
of institutional working situations, the 
cardinal virtues of which are very well 
known. However, it may be said that 
the very presence of associates in the 
same work and the necessary division 
of responsibility tends to remove some 
of what the private practitioner feels 
to be the necessity of achieving a high 
degree of purely personal success in 
treating cases. 

5. There is a constant and highly 
beneficial tax on one’s resourceful- 
ness. It is necessary for the private 
practitioner to know the trend and re- 
sults of research in his own and allied 
fields and to cultivate his ingenuity in 
applying these findings in terms of 
the individual needs of his patients. 

6. One’s energies can be devoted 
almost exclusively to his patients’ im- 
provement and to professional study. 
This point assumes an indisputable 
pertinence when we reflect on how 
much energy is expended by institu- 
tional personnel on committee meet- 
ings alone. Of course, they are indis- 
pensable, but who has not found at 
least a little wisdom in the definition 
of a committee meeting as an activity 
for which minutes are kept and hours 
are wasted? 

7. There is a strengthening pride in 
the peculiarly personal achievement of 
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building a private practice. As in al- 
most any private enterprise, one is 
so pleased with any success which he 
wins alone that he strives eagerly to 
equal and to surpass it. 

8. One is spurred to have a part 
in developing and promoting regula- 
tions and laws designed to protect his 
profession and the public from cor- 
ruption and exploitation by incom- 
petents and charlatans. Those who are 
not in private practice usually have 
less motivation to engage in work of 
this kind. 

9. After one is established, he has 
a most invigorating association with 
members of allied professions, an as- 
sociation usually enjoyed principally 
by heads of schools and heads of de- 
partments in institutions. 

10. After one is established, his 
income is likely to compare favorably 
with that of the successful physician. 

11. If one has the personal quali- 
fications—physical, mental and emo- 
tional—to accept heavy responsibili- 
ties and to inspire the confidence of 
patients, colleagues, and the general 
public, the private practice offers ex- 
cellent opportunities for service. I re- 
gard such personal qualifications as of 
unequalled importance in the making 
of a decision regarding private prac- 
tice. One should take a searching and 
wholly honest look at himself in an 
effort to evaluate his personal right 
to try to assume the responsibilities of 
private practice. 

And now let us turn to the disad- 
vantages of private practice in this 
field of professional endeavor: 

1. A long period is usually re- 
quired to establish one’s name and 
reputation. Public recognition is slow 
in coming even to one who lectures 
and writes, for the education of the 
public—even the medical contingent 


thereof—in the nature, purposes, and 
results of speech therapy is usually 
not a rapid process. 

2. One is not so readily accepted 
by the general public as he is when 


identified with an institution. A facul- 
ty member, for instance, is supported 
by the reputation and fame of his in- 
stitution and is accepted without much 
inquiry into his personal qualifica- 
tions. Even a highly trained private 
practitioner must usually build his 
reputation on his own by the slow 
process of demonstrating his ability. 

3. Physicians, on whose reference 
of patients the speech pathologist 
needs to depend and should depend 
to an appreciable extent, do not read- 
ily accept any non-M.D. until he has 
fully proved his worth—and some- 
times not even then. Fortunately, 
many physicians have come to under- 
stand the nature of the speech ther- 
apist’s work and to cooperate with 
him most gratifyingly; but the con- 
servatism of the medical profession 
as a whole, and the outright resent- 
ment which some of its members show 
to any ‘layman’ who undertakes any 
form of therapeutic work not under 
their immediate direction still consti- 
tute a handicap in the speech correc- 
tionist’s early years. 

4. One cannot and should not ad- 
vertise, except very modestly by card 
in local professional publications and 
possibly in the classified telephone di- 
rectory. In the latter, and sometimes 
even in the former, the qualified pri- 
vate practitioner has to suffer the con- 
sequences of being listed with people 
ranging in character from doubtful to 
extremely doubtful. Regulation of 
this kind of advertising is in.its bar- 
est beginnings with few prospects of 
early significant improvement. 

5. One must ‘compete’ with quacks. 
The spirit and techniques of ‘com- 
petition’ should have no place in our 
profession, yet one in private practice 
is, at times, virtually placed in the po- 
sition of being forced to ‘compete’ 
with unqualified and unprincipled in- 
terlopers. These people are not gov- 
erned by any considerations of ethics. 
The speech pathologist in private 
practice, however ethical he may be, 
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suffers because the uninformed public 
tends rather strongly to classify him 
with quacks who have made them- 
selves known by unrestrained adver- 
tising and extravagant claims. 

6. There are no laws—and no real 
prospects of them—to protect either 
the qualified speech therapist or the 
public against quacks. The speech 
therapist is not, as yet, protected by 
the American Speech Correction As- 
sociation as the physician is protected 
by the American Medical Associa- 
tion. 

7. Usually, the speech pathologist 
in private practice has no ready, im- 
mediate and frequent association with 
his colleagues nor access to regular 
clinical conferences. In many places 
where he might well be in practice, 
neither of these exists at all. 

8. There is an inescapable economic 
uncertainty. At best, one’s income un- 
avoidably fluctuates. And when busi- 
ness depressions come, they have 
major adverse influences on income, 
for the expense of speech training is 
usually one of the first to be elim- 
inated from family budgets in such 
times. 

9. There is no security such as that 
provided by a salary and a contract 
in a university, college, or public 
school—nor is there any retirement or 
pension or group insurance plan on 
which to rely, a serious disadvantage. 

10. In times of illness, vacation, 
or absence from the office for any 
other reason, one’s income comes to 
a dead stop, whereas in most institu- 
tions, there is some provisions for car- 
rying instructors through such times. 
Of course, a variety of health and ac- 
cident insurance plans can be used to 
help meet illnesses, but they are ex- 
pensive and none of them is so satis- 
factory as the fixed salary that con- 
tinues in whole or in part during ill- 


PRACTICE 


201 


nesses of moderate length, vacations, 
professional conferences, etc. 

11. Othe must have a substantial 
financial backlog to which to have re- 
course during the first few years of 
private practice. It is possible, to be 
sure, that he will not need this back- 
log, but he would be foolhardy in the 
extreme not to have it as a fortifica- 
tion. 

12. One must be prepared to as- 
sume heavy overhead expenses that 
are largely non-existent in institutional 
positions. Typical of such expenses 
are rent, telephone, stationery, books, 
and equipment; and, quite often, of- 
fice furniture and a secretary. At the 
present time all these expenses are 
astonishingly large, particularly rent, 
furniture, equipment and _ secretarial 
help. 

13. Desirable office space, furni- 
ture, equipment and secretarial help 
are, in these times, extremely hard 
to procure. 

14. Usually, one must confine him- 
self to a large city. To those who pre- 
fer to live and work in a smaller com- 
munity, this constitutes a great dis- 
advantage. 

These, then, are one_ person’s 
views regarding the advantages and 
disadvantages of conducting a private 
practice in speech correction. To the 
writer, the fewer advantages out- 
weigh the more numerous disadvan- 
tages. The need for private practice 
in this field and the legitimacy of its 
place in the community are beyond 
justifiable question. It comes down to 
whether or not the individual who 
contemplates establishing himself pri- 
vately has the exacting personal quali- 
fications and is willing to accept the 
challenge of a hazardous but a most 
invigorating adventure—by means of 
which he may be able to alleviate 
an appreciable amount of human suf- 
fering. 
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News and Announcements 


From Johannesburg, South Africa, 
has come the news that a Conference 
of Cape Teachers of Hard of Hear- 
ing and Speech Correction Classes 
was held in Cape Town, South Africa, 
September 24 to 27, 1946. 

The first lecture on the program 
was presented by Dr. J. A. van Rens- 
burg of Stellenbosch University. The 
subject of Dr. van Rensburg’s lec- 
ture was: ‘Psychology of Handicapped 
Children with Particular Reference to 
Hearing Loss and Speech Defects.’ 
Following a discussion of the lecture, 
Mr. A. Thal presented a paper on the 
Lempert operation (the fenestration 
operation for otosclerosis). Mr. A. B. 
Clemons, Director of the Speech 
Clinic, University of the Witwaters- 
rand, Johannesburg, devoted several 
lecture periods to the subject of speech 
therapy, and Mrs. A. E. Thomas of 
the University of Cape Town pre- 
sented a paper on the physics of 
sound. On the last day of the Con- 
ference, Mr. J. Dunbar conducted a 
demonstration of speech recording in- 
struments, which was followed by a 
discussion by Dr. N. Petersen of 
problems of plastic surgery. Mr. J. 
I, A. Swartz concluded the program 
with a lecture entitled ‘Vocational 
Guidance for Handicapped Children 
with Particular Reference to Hearing 
Loss and Speech Defects.’ 

Mr. Clemons our correspondent in 
Johannesburg, informs us that to his 
knowledge this is the first conference 
of its kind ever to be held in South 
Africa. 

What Do You Know About Blind- 
ness? is a recent Public Affairs pam- 


*Lt. (jg) Miriam D. Pauls, H. (w), 
USNR, is Supervisor of Training, Hearing 
and Speech Rehabilitation Clinic, U. S. 
Naval Hospital, Philadelphia, Pa. 


Miriam D. Pauls, Editor* 


phlet by Herbert Yahraes. This is 
Pamphlet No. 124 in a series of pop- 
ular, factual, ten-cent pamphlets pub- 
lished by the Public Affairs Commit- 
tee, a nonprofit educational organiza- 
tion at 22 East 38th Street, New York 
16, New York. 

In addition to urging that each 
blind man be given an opportunity to 
utilize such abilities as he has in use- 
ful work, Mr. Yahraes gives ten sim- 
ple do’s and don’ts on how to behave 
when with blind persons. They are: 

1. Never talk to a blind man as though 
he were deaf. Treat him as a normal indi- 
vidual. 

2. Never express sympathy for a blind 
man in his hearing. 

3. Don’t revise your conversation so as 
to use ‘hear’ instead of ‘see.’ Use the word 
‘blind’ without hesitation. 

4. When a blind person is entering a car 
or train, going upstairs, or about to sit 
down, he needs only to have his hand placed 
on some leading object. He can do the rest. 

5. Offer your arm when walking with a 
blind person. Don’t push him. Go straight 
if possible. Sound and touch are the blind 
man’s ‘sight.’ 

6. Speak, if only a word, on entering a 
room where there is a blind person. If you 
are a stranger, say who you are. Tell him 
by a word when leaving. 

7. Address a blind person directly, not 
through another person. 

8. Don’t exclaim ‘wonderful’ or ‘marvel- 
ous’ because a blind man can do the usual 
things. 

9, Don’t talk of an ‘extra sense’ or ‘prov- 
idential compensation.’ 

10. Always be natural with the blind— 
never patronizing. Never fail in real kind- 
ness. 


The following are now serving in 
the Department of Speech at Queens 
College, Flushing, New York: Jon 
Eisenson, formerly of Brooklyn Col- 
lege, is now serving as Assistant Pro- 
fessor of Speech and as Director of 
the Queens Speech and Hearing Serv- 
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ice Center; Miss Katherine L. King, 
formerly of the University of Mis- 
souri, is now serving as Tutor in 
Speech. Also serving as Tutors in 
Speech are Miss Lucille Stein (M. A., 
Cornell University), Miss Lois Stein- 
metz, (B.A., Queens College), Mr. 
John B. Newman (M.A., Louisiana 
State University), and Miss Sylvia 
Seinfeld (B.A., Queens College). Miss 
Patricia Bolton, who received her 
B.A. at Queens, is now serving there 
as a Fellow in Speech. 


The annual report of the Commit- 
4 . . 

tee on the Conservation of Hearing of 
the American Academy of Ophthal- 
mology and Otolaryngology, published 
in the November and December, 1946, 
Transactions, contains some very per- 
tinent information for hearing and 
speech specialists. A few extracts are 
as follows: 

1. During the year a manual to be used 
as a guide for the fitting of hearing aids 
has been written and will soon be ready for 
publication. 

2. The committee has _ prepared 
adopted an audiogram form. It is hoped 
that the chart may be universally adopted. 


and 


2 


3. The committee has recommended the 
establishment of additional training pro- 
grams for audiologists in university clinics. 
\ detailed outline of a practical course has 
been adopted as a pattern for proposed 
courses. 

4. The committee has recommended that 
the word ‘audiology’ be recognized by the 
\cademy and that the word be incorporated 
in new dictionaries. 

5. The committee has recommended that 
an attempt be made to have the Academy 
set up a bureau to certificate and regulate 
audiologists. 


The Chicago Speech Correction 
Society views as unethical the follow- 


ing types of representation in the field 
of Speech Correction: 

1. To make false claims to mem- 
bership in any professional society 
such as the Chicago Speech Correc- 
tion Society or the American Speech 
Correction Association. 
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2. To make claims to ac- 
ademic training. 

3. To claim to be able to produce 
changes in personality. 

4. To guarantee to cure any dis- 


order of voice or speech. 


false 


In response to the above statement 
of principles Mr. H. P. Harper of 
the Donnelly Company, publishers of 
the Chicago Classified Telephone Di- 
rectory (Red Book), issued the fol- 
lowing instructions to his staff on De- 
cember 20, 1946: 

We have had considerable correspondence 
in the past with representatives of the 
American Speech Correction Association 
concerning telephone directory advertising 
from unqualified speech correctionists. 

As a society, they have come to us and 
asked for cooperation and we have agreed 
to this within reason. Will you please set 
up the following regulations to apply to any 
copy coming into the directory under the 
Classification of “Speech Disorders Cor- 
rected”: 

(1) When an advertiser states that he is 
a member of a professional society and 
when we get word from the society that he 
has no such membership, we will insist that 
his copy be corrected. 

(2) When it is pointed out that he is 
making false statements as to his academic 
training, we will ask him to correct his 
copy. 

(3) We will not accept copy that implies 
he can produce changes in personality. 

(4) We will not accept copy that in any 
way mentions the word ‘cure’ in connection 
with speech disorders. 

(5) We will not accept any copy where 
statements are obviously or can be proven 
untruthful. 

Will you please set this up in your files 
so that copy coming in under this heading 
will be checked against these provisions. 


The new Cerebral Palsy Treatment 
and ‘Training Center in New York 
City held its formal opening on Jan- 
uary 17. The work to be carried on 
at this Center will include speech cor- 
rection. This clinic is being sponsored 
by the Pediatric Foundation at Com- 
Hospital and is located in 
150th Street 


munity 
Community Hospital, 
and St. Nicholas Place. 








Indiana State Teachers College has 
opened a new Division of Special Edu- 
cation which has a threefold program: 
(1) the training of teachers, super- 
visors, and administrators of special 
classes and special education divisions 
for public school systems, and for 
state schools for the seriously handi- 
capped; (2) the training of non- 
medical technicians and consultants 
(professional personnel other than 
teachers) who contribute to the edu- 
cation of exceptional children; and 
(3) the dispensation of clinical serv- 
ices to children and adults (both on 
and off-campus) who have academic, 
psychological, or sensory perception 
problems, or who are in need of vo- 
cational counselling for placement or 
adjustment. he Division includes a 
teacher-education service; and _ the 
Special Education Clinics, designed 
to offer special services of examina- 
tion, diagnosis, and therapy to the 
physically, mentally, and emotionally 
handicapped. 

Professional visitors to the Clinics 
have come from all points in this 
country, and from Canada, primarily 
attracted by the research study in the 
rehabilitation of feebleminded chil- 
dren conducted by Dr. Bernardine G. 
Schmidt, Director of the Division. 
Recognizing the desirability of a con- 
tinuing experiment of this kind, the 
college has recently authorized the 
establishment of a special class pro- 
gram to duplicate the original research 
done by Dr. Schmidt. This program 
will be available for observation, dem- 
onstration, and evaluation. In addition 
to this experimental special class for 
the mentally handicapped, a class for 
the partially-sighted and one for the 
hard of hearing have also been au- 
thorized. All special classes will be 
housed in the Laboratory School of 
the college and will be taught and 
supervised by the Division of Special 
Education. 

This expansion of services and 
teacher education at Indiana State 
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comes just prior to the revision of 
the Special Classes Law in the State 
of Indiana, now assured of passage 
in the current Assembly. The amended 
bill, drafted by Dr. Schmidt, will pro- 
vide special classes, as well as medical, 
dental and psychological services for 
mentally, physically, and emotionally 
handicapped children from the ages of 
three to eighteen, at full reimbursable 
cost by the State. In addition, a Di- 
rector of Special Education is estab- 
lished under the Department of Pub- 
lic Instruction to coordinate and in- 
tegrate all services for exceptional 
children in public day schools and 
state institutions. The bill will provide 
services for 41,887 children in the 
state, between the ages of six and six- 
teen, who until now have been with- 
out educational facilities. 


Western Reserve University at 
Cleveland announces new courses and 
new faculty members for the 1947 
summer session. A course in speech 
correction for the cerebral palsied will 
be given by Miss Ruth Lundin, Sup- 
ervisor of Speech Correction at the 
Cleveland Rehabilitation Center. Miss 
Lundin received part of her training 
under Dr. S. T. Orton and Dr. Win- 
throp Phelps and is a regular instruc- 
tor at Western Reserve University. 

Miss Thelma Knudsen, who is Sup- 
ervisor of Speech Correction in the 
South Bend, Indiana, public schools, 
will present lectures and demonstra- 
tions in a course of speech correction 
for teachers. 

Courses in Audiometry and Hear- 
ing Aids will be given by Dr. Charles 
E. Kinney, Miss Dorothy M. Ayers, 
and Dr. Warren H. Gardner. Miss 
Ayers was acoustic technician at the 
U. S. Army Hospital at Chickasha, 
Olahoma. Dr. Kinney is otologist for 
the Cleveland Public Schools. Lec- 
tures, hearing tests, and actual fitting 
of hearing aids form the greater part 
of the course. 
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Mrs. Rachel Dawes will conduct 
classes dealing with reading, speech, 
and language for the deaf; summer 
session children will be available for 
clinical practice in connection with 
these classes and a demonstration 
class of preschool deaf children will be 
available for observation. The demon- 
stration class will be taught by Miss 
Ruth Bender, former kindergarten 
teacher and instructor of the deaf. 

Miss Alice Burtnett, lip reading in- 
structor in the Youngstown, Ohio, 
public schools, will give a course, in- 
cluding demonstrations, in lip reading. 

Other courses applicable to the de- 
grees of Master of Arts and Doctor 
of Philosophy will be: speech path- 
ology, clinical techniques, practice 
in speech correction and hearing con- 
servation. The session begins on June 
23 and ends July 31. 


The Cleveland Hearing and Speech 
Center is now sponsoring a Hearing 
Aid Advisory Bureau. The Bureau is 
operating under the advisement of 
members of the Cleveland Otolaryng- 
ological Club and its services are avail- 
able for patients of otologists in 
northeastern Ohio and western Penn- 
sylvania, as well as those referred by 
the Community Fund Agencies of 
Cleveland. 


The program of advice and fitting 
of the most suitable hearing aid for 
each patient has been worked out by 
the Medical Committee of the Center, 
composed of physicians, scientists, and 
educators, and headed by Dr. Charles 
E. Kinney, who is also president of 
the Cleveland Otolaryngological Club 
and vice-president of the Cleveland 
Hearing and Speech Center. Appli- 
cants who have not seen otologists are 
referred to the latter before being ac- 
cepted for the hearing aid fitting pro- 
cedure. Arrangements with local ag- 
ents have permitted the consignment 
of a suitable number of hearing aids 
for comparison purposes. Each client 


is given a prescription for his instru- 
ment, which he buys from the agency 
in his home city. The equipment used 
at the Center, designed from specifica- 
tions of the U. S. Army Aural Re- 
habilitation Services, is installed in 
sound-treated rooms. 

Miss Dorothy Ayers is Acoustic 
Technician of the Hearing Aid Ad- 
visory Bureau. Dr. Warren H. Gard- 
ner is Director of Clinical Services of 
the Cleveland Hearing and Speech 
Center where the Hearing Aid Ad- 
visory Bureau is housed. 


Several graduate assistantships will 
be available in the Reading Clinic at 
Temple University, Philadelphia, 
Pennsylvania, during the coming 
school year. Address inquiries to Dr. 
E. A. Betts, Director of the Reading 
Clinic. 


News has been received of the re- 
cent untimely death on March 18 of 
E. William Bilto, Director of the 
Speech and Hearing Clinic at Wayne 
University. Mr. Bilto first taught in 
sall State Teachers College at Mun- 
cie, Indiana, was then principal of the 
Romulus, Michigan, public schools, 
and during the past five years has been 
head of the Speech Correction Clinic 
at Wayne. He was a member of the 
Phi Delta Kappa fraternity, a former 
vice-president of the Michigan Speech 
Correction Association, secretary of 
the Finnish-American Historical So- 
ciety, and a member of the Planning 
Committee for the Future of Suomi 
College. He also acted in advisory 
capacity and directed adult education 
for the Detroit Edison Company and 
C.I.O. local unions. He forwarded the 
policy and machinery for cooperation 
with the Public School Speech Cor- 
rection Division in Detroit, and in- 
stituted the Adult Speech Clinic pro- 
gram now being developed at Wayne 
University. 








The University of California has 
extended the 1947 program of sum- 
mer session offerings in an effort to 
meet the growing and urgent need for 
specially trained teachers developed 
by the expansion of the California 
program for children with cerebral 
palsy. 

The course in educational treatment 
of children with cerebral palsy will 
be taught by Mrs. Milded Reynolds 
Shriner. It was offered for the first 
time during the summer of 1946 and 
will be repeated during the first sum- 
mer session this year on the Berkeley 
Campus, along with other courses 
dealing with training of exceptional 
children, speech disorders, and men- 
tal hygiene. The first summer session 
will be held from June 23 to August 
24. 

During the second part of the sum- 
mer session, August 4 to September 
13, two new advanced courses in pro- 
fessional methods (two units) and 
supervised teaching in special educa- 
tion (four units) will be conducted 
in Redwood City at the School for 
Cerebral Palsied Children in order to 
utilize the facilities of that school for 
training purposes. These courses will 
be taught by Miss Melba M. Miller, 
Superintendent of the School for 
Cerebral Palsied Children, Northern 
California, and Miss Carol M. Jen- 
sen, Consultant in the Education of 
Physically Handicapped Children, of 
the State Department of Education. 

Further information concerning 
these courses may be secured from 
the School of Education, University 
of California at Berkeley. 


The Speech Laboratory, Syracuse 
University has announced the second 
season of its Resident School for 
Speech Corection, to be held from 
July 6 to August 15, 1947. Instruction 
is available to children of public school 
age who have successfully completed 
at least first grade. The children are 
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housed in University cottages under 
the supervision of experienced teach- 
ing housemothers and _ housefathers, 
The school is directed by Dr. H. J. 
Heltman, Director of the Syracuse 
University Speech Laboratory. 


The University of Southern Cali- 
fornia Speech Department has an- 
nounced a six week summer session 
from June 23 to August 2, and a four 
week session from August 4 to August 
30. Curricula leading to both graduate 
and undergraduate degrees is available 
in all areas of speech and hearing. Dr. 
Robert West, Professor of Speech, 
University of Wisconsin, is giving 
courses in phonetics and speech cor- 
rection, as well as a seminar in speech 
pathology. Dr. Lee Edward Travis is 
head of the department. Cooperating 
agencies are the Psychoeducational 
Clinic, the John Tracy Clinic and the 
Crippled Children’s Society. 


The Speech Clinic at Central Michi- 
gan College, Mount Pleasant, Michi- 
gan, will hold its second intensive 
summer program for boys between 
the ages of ten and twenty from June 
24 to July 31, 1947. At present, an 
enrollment of forty is anticipated. 
The clinic will include the following 
program: diagnostic reading, speech, 
and hearing tests; intensive re-educa- 
tional therapy for stuttering, ar- 
ticulatory difficulties, language inade- 
quacies, hard of hearing speech, and 
other types of speech and reading 
disorders; and supervised physical 
training and recreation. 

For boys who need financial assist- 
ance, some scholarships are available 
through the Fourth District of the 
Kiwanis Clubs; boys over sixteen 
who are so markedly handicapped that 
they require rehabilitation may apply 
directly to the State Rehabilitation 
Office, State Board of Control for 
Vocational Education, Lansing 4, 
Michigan. Dr. Wilbur E. Moore is 
Head of the Department of Speech. 
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The University of Missouri an- 
nounces a broad program in both the 
regular and corrective speech areas 
during its eight weeks summer ses- 
sion. The Speech and Hearing Clinic 
will be in operation, providing diag- 
nostic and therapeutic service for 
cases, from the University and from 
nearby communities in the state. Dr. 
Charlotte G. Wells is the Director of 
the Clinic. She will be assisted by Miss 


Jean Ervin who will return from the. 


University of Hawaii. 


Louisiana State University will hold 
its summer session from June 6 to 
August 9. Speech correction courses 
will be offered on three levels—a 
course for elementary teachers, one for 
advanced students, and a third for 
speech and psychology majors. The 
courses will stress corrective methods. 





Rockford College, Rockford, IIli- 
nois, will hold a seven and a half 
week residence clinic for speech de- 
fective children. It is one of four such 
clinics held under the auspices of the 
University of Illinois Division of 
Services for Crippled Children. There 
will also be a course in the re-educa- 
tion of the acoustically handicapped 
child. Dr. Jeanette Anderson is Di- 
rector of the Speech Clinic and As- 
sociate Professor of Speech. 


Illinois State Normal University, 
Normal, Illinois, will hold a resident 
speech clinic for a period of six weeks 
during the coming summer. This clinic 
is sponsored by the Division of Serv- 
ices for Crippled Children and will be 
made up largely of young hard of 
hearing children, cerebral palsy and 
cleft palate cases. The usual outpatient 
clinic services will be maintained. Dr. 
F. IL. D. Holmes is director and is 
assisted by Miss Dorothy Eckelmann. 

The University is also holding a 
conference from July 9 to 11 on cur- 
riculum planning for the mentally re- 
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tarded under the leadership of Dr. 
Christine P. Ingram, Director, De- 
partment of Special Education, Ro- 
chester, New York, Public Schools. 


The University of Maine will con- 
duct its eighth annual summer speech 
clinic under the supervision of Dr. 
Howard L. Runion, Head of the 
Speech Department. It will extend 
from June 30 to August 9 and will 
accept only a limited number of chil- 
dren between the ages of 9 and 16. 


The State Teachers College at Mil- 
waukee, Wisconsin, will conduct a 
summer session from June 23 to 
August 1. Courses in lipreading, 
psychology of exceptional children, 
phonetics, speech in the elementary 
school, and speech correction will be 
offered. 


The Pennsylvania State College 
Speech and Hearing Clinic will con- 
duct a special program for the mothers 
of preschool age deaf and hard of 
hearing children from June 23 through 
June 28. The objectives of this pro- 
gram will be to demonstrate educa- 
tional techniques which the mothers 
can employ with their children un- 
til they become of school age; to ac- 
quaint the mothers with the nature 
and multifold effects of auditory 
handicap; and to provide student 
clinicians with an opportunity to ob- 
serve and work with young acoustical- 
ly handicapped children. 

During the main summer session 
courses leading to advanced degrees, 
and certification to act as a speech cor- 
rectionist or as a teacher of the deaf 
and hard of hearing will be offered by 
the Speech and Hearing Clinic. In 
addition, one course designed pri- 
marily to acquaint the elementary 
school teacher with techniques of 
speech education and re-education will 
be taught. Students enrolled in these 
classes will have opportunities to 
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study and observe actual speech and 
hearing cases who are under train- 
ing. Modern aids are also available 
for instructional purposes. 

‘The summer Residential Speech and 
Hearing Clinic will accept for study 
and retraining approximately twenty- 
five cases selected to provide a repre- 
sentation of each of the major types 
of speech problems at several age 
levels. These patients will live together 
in a house near the campus; thus, it 
will be possible for practicum, stu- 
dents to study them in many social, 
as well as clinical situations. 





The University of Washington will 
offer introductory courses in speech 
correction, hearing therapy and voice 
science, with provision also for grad- 
uate study in speech correction as well 
as in other phases of speech. Summer 
school is divided into two four-week 
terms, the first beginning June 23 and 
the second ending August 22. There 
is no special out-of-state tuition. 

In cooperation with the Seattle Pub- 
lic Schools, and the hearing conserva- 
tion division of the State Department 
of Health, demonstration rooms of 
schoolage pupils will be organized for 
each of the following groups: hard 
of hearing, stuttering, cleft palate and 
articulatory defects and cerebral palsy. 
The latter group is being supported 
by the King County chapter of the 
Washington State Spastic Children’s 
Society, which is providing a physical 
therapist who will work with the 
speech teacher. Opportunities will be 
available to qualified advanced stu- 
dents for supervised practice teaching, 
although not in the demonstration 
classes. 


The Institute of Logopedics and the 
Department of Logopedics, Wichita, 
Kansas, will operate as usual with 
a full-time program during the sum- 
mer session. Courses are available in 
general professional training leading 


to a Master’s degree and full academic 
qualifications for professional mem- 
bership in the American Speech Cor- 
rection Association. 


The Division of Special Education, 
Indiana State Teachers College, Terre 
Haute, Indiana, will offer two full 
terms of work in their summer ses- 
sion of 1947, The first term will begin 
June 16 and end July 18; the second 
term will begin July 21 and end 
August 22. Courses in hearing, speech, 
mental measurements, diagnostic and 
remedial reading, and sight conserva- 
tion are planned for teachers, admini- 
strators, and supervisors in the field 
of Special Education in city schools, 
or residential schools and’ institu- 
tions; and for all teachers who are 
interested in learning how to adapt 
the school program to provide better 
education for children in regular 
classes who are in need of specialized 
techniques. All courses are offered on 
both graduate and undergraduate 
levels. 


The University of Denver now has 
a contract with the Veteran’s Ad- 
ministration whereby help is offered 
to veterans who are in need of speech 
training or lip reading instruction. 
Two full time instructors have been 
taken on by the University to carry 
out this work. Miss Mary Margaret 
Jaeger, who has her B.A. from the 
State University of Iowa, was hired 
in September, 1946, and Miss An- 
toinette Rini, who has the B.F.A. from 
Ohio University, was added in Jan- 
uary. Up to the present time all of 
cases have been referred through the 
Vocational Rehabilitation and Educa- 
tion Division. However, at the present 
time, a contract with the Medical Re- 
habilitation Division is pending. 

The University of Denver Speech 
Clinic has been reorganized so that 
children up to the age of 11 are re- 
ferred to the Children’s Clinic, which 
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is under the direction of Dr. Ruth M. 
Clark. All patients above the age of 
11 are referred to the Intermediate 
and Adult Clinic, which is under the 
direction of Dr. Robert Harrington. 

During the first term of the sum- 
mer session, June 16 to July 18, the 
Colorado Society for Crippled Chil- 
dren and Adults is sponsoring a work- 
shop in speech correction. The So- 
ciety will pay the tuition for twenty 
teachers from the Rocky Mountain 
Area. 


The Orientation and English Lan- 
guage Institute of the University of 
California has announced a program 
designed to meet the needs of men 
and women, college and university stu- 
dents from other countries. The pri- 
mary aim of the academic, orientation 
and social activities of the Institute 
is to enable the student, by providing 
an opportunity for improving his use 
of English and increasing his under- 
standing of the United States, to pur- 
sue his regular studies in a North 
American college or university with a 
maximum of enjoyment and _ profit. 
The Institute will be held from 
August 4, 1947 to September 13, 1947. 


Dr. Frank P. Bakes, Assistant Pro- 
fessor of Psychology, in charge of the 
Speech Clinic at the University of 
Pennsylvania, has been engaged as a 
Consultant for the Veterans Admini- 
stration Mental Hygiene Clinic, 227 
South Fourth Street, Philadelphia. 
The Clinic is inaugurating a program 
for speech rehabilitation of veterans, 
with special emphasis upon stutter- 
ing and aphasia. Both individual and 
group methods will be employed. Dr. 
Charles M. Morris, Chief Clinicial 
Psychologist at the Clinic, is in charge 
of the program. 


Camp Hiawatha, a summer camp 
for aurally handicapped children, will 
open its first season on July first un- 
der the directorship of T. 5. Corgan. 
The staff includes clinicians and teach- 
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ers who have received special training 
in dealing with problems of speech 
correction, lip reading and the use of 
residual hearing. A well-rounded camp 
program is planned in addition to the 
individual program adapted to the 
needs of each hard of hearing child. 
Twenty-five children between the ages 
of 8 and 15 will be accepted. On the 
staff are Lee Doerfler, Evelyn Corgan, 
Jane Gaff, Jean Closser, and Alice 
Doerfler. The Board of Advisors con- 
sists of Dr. Raymond Carhart, Dr. 
Harold Westlake, Dr. Herbert Koepp- 
3aker, Dr. S. Richard Silverman, 
Dr. George Shambaugh, Jr., and Dr. 
Norton Canfield. 


The Speech Correctionists of North- 
ern Illinois met in Shabbona Com- 
munity High School, Shabbona, Illi- 
nois, March 29 for a general get-to- 
gether. Plans were made for a circular 
letter to be sent to all correctionists in 
their area, containing materials be- 
ing used and successful teaching meth- 
ods. The group proposed that the state 
organization form a committee to 
draw up plans for speech rooms. The 
plans are to be made available to sup- 
erintendents who have new or rebuild- 
ing programs under way. 


The New York State College for 
Teachers at Buffalo has announced in 
its 1947-1948 bulletin five new cur- 
ricula for training teachers in the edu- 
cation of handicapped children. Up- 
on initial entrance to New York State 
College for Teachers a student may 
declare his intention of enrolling in 
the Department of Education for 
Handicapped Children or, if he is un- 
decided, he may withhold his decision 
until the beginning of the second se- 
mester of his sophomore year. In 
either case the student will follow an 
elementary education training program 
for the freshman year and enroll in 
Special Education during the first se- 
mester of the sophomore year. 
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The five areas of specialization in 
the Department of Education for 
Handicapped Children are: 1. Educa- 
tion of the Hard of Hearing Children ; 
2. Education of Mentally Retarded 
Children; 3. Education of Orthopedi- 
cally Handicapped Children; 4. Edu- 
cation of Partially-Sighted Children; 
5. Speech Correction. 

Upon graduation, each student meet- 
ing the requirements in a field of spe- 
cialization will be certified by the New 
York State Department of Education 
to teach not only in his chosen special 
area but also in the elementary grades. 
A student majoring in special educa- 
tion may select only one field in which 
to concentrate. 

Through the cooperation of the 
Buffalo Public Schools, Meyer Mem- 
orial Hospital, Children’s Hospital, the 
Crippled Children’s Guild Clinics and 
the Cerebral Palsy School Clinics, 
special classes are used for observa- 
tion, participation and practice teach- 
ing. 


In order to study the present facili- 
ties of Pennsylvania in speech and 
hearing education and to plan for the 
expansion of the State’s program, an 
advisory committee has been appointed 
to assist Miss Gladys B. Fish, Ad- 
viser in Speech and Hearing, Depart- 
ment of Public Instructing, Harris- 
burg. The committee represents the 
various geographical sections of the 
state and the viewpoints of interested 
groups. Serving on the committee are 
Dr. Eugene T. McDonald, Pennsyl- 
vania State College, Dr. Frank P. 
Bakes, University of Pennsylvania, 
Miss Ruth Curtis of Lock Haven 
State Teachers College, representing 
teacher education and clinical services, 
Miss Martha Ellenberger, Johnston 
and Mrs. Ruth Ottaway, Erie public 
school speech correctionists, and Dr. 
S. June Smith, Lancaster County Sup- 


ervisor of Special Education, repre- 
senting the public school services. 

The first meeting of the commit- 
tee was held in Harrisburg, February 
27 and 28. Discussions were held on 
the following topics: Present pro- 
grams and existing legislations per- 
taining to speech correction and hear- 
ing services in the public schools; re- 
vision of qualifications for certification 
in speech and hearing education ; ways 
of encouraging teachers, students and 
the public to take a more active in- 
terest in these fields. 

Several experimental speech and 
hearing programs have been planned 
for 1947-48 to determine how districts 
can be most adequately served by a 
correctionist. Standards for evaluat- 
ing programs will be established from 
these experiments. 

The School of Speech of North- 
western University is offering its fifth 
annual symposium in hearing problems 
during the coming summer session. 
The symposium augments the Depart- 
ments of Speech Correction and Audi- 
ology by presenting a series of twenty 
eminent specialists, each of whom con- 
tributes a body of knowledge pertinent 
to a particular aspect of aural rehabili- 
tation. To persons who are trained in 
audiology, the symposium offers an 
opportunity to survey the latest de- 
velopment and thinking in the field. 
To school administrators, psycholo- 
gists, social workers, counselors, and 
speech clinicians, the symposium fur- 
nishes a complete overview of the 
functioning of an aural rehabilitation 
program. 

The university offers a broad pro- 
gram in speech, speech correction, and 
audiology on both a graduate and un- 
dergraduate level. Correlative study in 
such fields as Education, Psychology, 
Physics, and Medicine may be ar- 
ranged. 
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On January 15, 16 and 17, a Semi- 
nar for training officers on speech and 
hearing problems in vocational reha- 
bilitation was held at 299 Broadway, 
New York City. The Seminar was 
sponsored by the Department of Medi- 
cal Rehabilitation, the Department of 
Vocational Rehabilitation of the Vete- 
rans Administration, and the Com- 
mittee on Education of the Ameri- 
can Speech Correction Association. 
Mary Wehe Huber, representing the 
American Speech Correction Associa- 
tion, participated in the program. 


The Department of Speech Coun- 
seling of Boston University now is 
expanded to include voice and speech 
correction, with Mrs. Edward Hitsch- 
mann in charge of therapy. Professor 
Joseph G. Brin heads the Department, 
which is now in its fourth year. 

The second annual University of 
Missouri Speech Correction Confer- 
ence was held on November 1 and 2, 
1946 with the cooperation of the State 
Board of Health, State Department 
of Public Schools and Missouri State 
Crippled Children’s Service. Dr. 
Charlotte Wells presided over the 
opening session. A panel discussion, 
Missouri’s Resources for Rehabilita- 
tion of Speech was followed by a 
presentation of ‘Iowa’s Plan for Re- 
habilitating Children with Speech De- 
fects’ by Dr. Wendell Johnson. Miss 
Jayne Shover, Acting Director, Field 
Services, National Society for Crip- 
pled Children, discussed “The Integra- 
tion of National and State Resources 
for Rehabilitating Speech Defectives.’ 

Dr. Johnson was the speaker for the 
public lecture that evening. The next 
day was devoted to treatment and 
clinical methods of various types of 
speech disorders. 

Dr. Charlotte Wells discussed cleft 
palate treatment, Miss Mildred Mc- 
Ginnis, aphasia, Miss Evelyn Y. Al- 
len and Mr. William J. Stewart, cere- 
bral palsy, and Dr. Wendell Johnson, 


stuttering. The afternoon session was 
devoted to a demonstration of clinical 
methods: in speech correction. The 
conference was concluded by a general 
discussion of problems in the field by 
the conference staff with questions 
from the floor. 

At the dinner meeting of the Chi- 
cago Laryngological and Otological 
Society held November 4, 1946, a sym- 
posium, “The Physiology of Speech,’ 
was presented. The phonetic aspect 
was discussed by H. Koepp-Baker, 
Ph.D., of the University of Illinois; 
the laryngeal aspect, by Harold West- 
lake, Ph.D., of Northwestern Univer- 
sity; and the auditory aspect by Ray- 
mond Carhart, Ph.D., of Northwest- 
ern University. A general discussion 
followed the symposium. 


The Children’s Hearing Aid Fund, 
recently established by the American 
Hearing Society, covers the initial 
cost of hearing aids, as well as the 
batteries and cost of upkeep and re- 
pair, for underprivileged children 
from 3 to 16. Application for chil- 
dren to this fund may be made by 
executive secretaries of chapters of the 
American Hearing Society, directors 
of speech and hearing clinics at uni- 
versities and hospitals, public health 
nurses, teachers of lip reading, otolo- 
gists, directors of conservation of 
heartng programs, directors of special 
education in public parochial and other 
schools, county health units, and 
others approved by the Executive 
Vice-President of the American Hear- 
ing Society. 


The University of Illinois Speech 
Clinic on the Urbana campus, under 
the direction of Dr. Severina E. Nel- 
son, expanded its program during the 
war to include work in the field of 
hearing. Under the instruction of Miss 
Marian Quinn, courses have been of- 
fered since September 1944, in the 
teaching of lip reading, speech for the 
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deaf and hard of hearing, and audio- 
metry and the use of hearing aids. 

A hearing aid laboratory is now be- 
ing established for the purpose of fit- 
ting veterans and other students with 
hearing aids under the direction of 
Clarence Angell. This laboratory is 
equipped with a library of hearing 
aids and a speech transmission sys- 
tem which is used for testing speech 
reception in relation to different kinds 
of interference. It will be used in fit- 
ting the prospective hearing aid user 
and for research in the field of hear- 
ing aids and speech intelligibility. The 
laboratory will also improve the train- 
ing program for speech correctionists 
by allowing them to familiarize them- 
selves with hearing aids. 

Thirty-five children, sent by the Di- 
vision of Services for Crippled Chil- 
dren, attended a six weeks residential 
summer clinic at the University of II- 
linois under the supervision of Dr. 
Severina I. Nelson, Director of the 
Speech Clinic. The program was un- 
der the immediate supervision of Mrs. 
Marie Shere, formerly Speech Thera- 
pist of St. John’s Crippled Children’s 
School and Hospital at Springfield, 
Illinois. The children, ranging in age 
from 7 to 19, were cleft palate, hard 
of hearing and cerebral palsy cases. 
Complete diagnostics, including speech, 
psychometric, audiometric and reading 
tests were given. 

Each child received two individual 
speech lessons and two group lessons 
five days a week. These lessons were 
given by a staff of six clinical super- 
visors and 18 graduate students. Re- 
medial reading instruction was pro- 
vided by the College of Education. 
Swimming, supervised recreation and 
corrective exercises were given by the 
School of Physical Education. A cer- 
tified occupational therapist taught 
classes in crafts. Immediate medical 
supervision was provided by a pedia- 
trician who is on the University 
Health Service staff. 


Business Education Visual Aids, 330 
West 72nd Street, New York 23, 
N. Y. has been formed by Clifford Et- 
tinger to rent, sell and produce sound 
and silent motion pictures, filmstrips, 
and other visual aids. This organiza- 
tion will specialize in providing visual 
helps to high school and college teach- 
ers and training directors. Dr. Ettin- 
ger has been a business teacher for 
many years. Since 1939 he has been 
Visual Education Editor of the Jour- 
nal of Business Education. 


‘Behind the Counter,’ a new series 
of sound slidefilms, is announced by 
the Jam Handy Organization. Five 
sound slidefilms comprise the series. 
They cover: 1—Friendliness ; 2—At- 
tentiveness ; 3—-Helpfulness ; 4-—Sin- 
cerity ; 5—Enthusiasm. Personnel ex- 
perts from some of the large depart- 
ment stores in the country contributed 
helpful advice and counsel during the 
course of production. The series can 
be used as the basis for a personnel 
training course and might be of some 
interest to teachers who are training 
speech corectionists. The price of this 
series is $150.00 F.O.B. Detroit, Michi- 
gan. For details, address The Jam 
Handy Organization, 2822 East Grand 
3oulevard, Detroit, Michigan. 


Various chapters of the National 
Society for Crippled Children and 
Adults have been most helpful in pro- 
moting work with children with speech 
and hearing handicaps. 

The Indiana Society granted four- 
teen scholarships to teachers this past 
summer to attend a _ special short 
course in speech and hearing therapy 
at Purdue University. This course 
was designed to assist administrators 
to start to prepare the training of per- 
sonnel within their own systems to 
conduct speech and hearing tests and 
follow-up remedial services. In com- 
pliance with state laws, hearing tests 
have been administered in the schools 
of Indiana, but it is generally recog- 
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nized that trained teachers have not 
been available to give proper atten- 
tion to the children found to need 
special training. Many schools have 
even found it necessary to employ the 
services of the state universities to 
conduct the basic hearing tests. This 
procedure is both costly and incom- 
plete, since tests alone do not solve the 
problem of the individual child. By 
such training, selected teachers can be 
prepared to handle this program in 
the local school system. 

‘The Tennessee Society helped spon- 
sor the Summer Workshop at the Uni- 
versity of Tennessee. In addition it 
provided fifteen $100.00 scholarships 
to teachers. 

Four of the visiting specialists on 
the staff were secured by the Tennes- 
see Society, including Mrs. Miriam 
Roach, sight conservation, Nashville; 
Dr. Blanche Rousseau Evans, psych- 
ologist, Lambuth College, Jackson; 
Dr. Herbert Koepp-Baker, Speech and 
Hearing Clinic, State College, Pennsyl- 
vania; and Arthur K. Flanagan, con- 
sultant on recreation and _ rehabilita- 
tion of the National Society. 

Dr. Koepp-Baker, during his stay 
in Tennessee, worked with the Ten- 
nessee Society in helping to set up 
speech and hearing work in the state 
and to plan with them for the estab- 
lishment of a graduate teacher-train- 
ing program in speech and hearing 
at the University of Tennessee. 


The Nationa! Society for Crippled 
Children and Adults has been asked by 
Major General G. B. Erskine, ad- 
ministrator of the Retraining and Re- 
employment Administration in the De- 
partment of Labor, to name a repre- 
sentative to serve on its recently or- 
ganized Inter-Agency Committee on 
Rehabilitation Services to Seriously 
Disabled Persons. Arthur K. Flan- 
agan, Consultant on Rehabilitation of 


the Society has been appointed as that 
representative. The first meeting of 
the Committee was held in June, 1946, 
in Washington, D. C. 

The Committee was established 
through action of Congress (War Mo- 
bilization and Reconversion Act of 
1944; Public Law 458, 78th Con- 
gress), under the direction of the Re- 
training and Re-employment Admini- 
stration. 

According to a published prospec- 
tus, the Committee ‘will study and 
evaluate all existing facilities in the 
United States for meeting the needs 
of severely handicapped persons; will 
propose plans and methods for the 
improvement and extension of such 
services; and will recommend to the 
administrator the development of ad- 
ditional facilities to the extent deter- 
mined essential.’ 


Dr. J. H. Maxwell, Professor of 
Otolaryngology, University of Michi- 
gan, has been appointed Chief Con- 
sultant of Otolaryngology for the 
Veterans Administration. As previous- 
ly announced, Dr. Norton Canfield, 
Professor of Otolaryngology, Yale 
University, is Chief Consultant of 
Audiology. This division of responsi- 
bility was made to insure more 
thorough service for the veteran pa- 
tient. 





PERSONALS 


Miss Juanita Skinner has joined the staff 
of the Speech and Hearing Clinic at Ohio 
State University. While in service she was 
a member of the staff of the Naval Hearing 
and Speech Clinic, U. S. Naval Hospital, 
Philadelphia. 

Miss Elizabeth Walpole is conducting a 
speech clinic in the Children’s Hospital, 
Cincinnati, Ohio in addition to her private 
practice in speech therapy. She also has a 
contract with the Medical Branch of the 
Veteran’s Administration to handle speech 
rehabilitation cases. 








Book Reviews 


Epet, ABRAHAM. The Theory and Practice 
of Philosophy. New York: Harcourt, 
race, 1946. Pp. v, 475. 

Books that are ‘introductions to philoso- 
phy’ are written for students in college 
courses and for that amorphous individual 
called the general reader. Their intention is 
to present the subject in a manner both in- 
formative and attractive, to stimulate and 
satisfy interest, and to open avenues for 
further excursions in the field. 

Because of the large number of disci- 
plines which constitute philosophy, and be- 
cause of diverse points of contact between 
philosophy and other interests, the problem 
of selecting and organizing material is ex- 
ceedingly formidable. Some writers have 
met the difficulty by choosing a portion of 
philosophy as their concern; others have 
presented examples of typical problems and 
theories, in a more or less disjointed fash- 
ion. Professor Edel, of the College of the 
City of New York, has taken the more diffi- 
cult and, in the opinion of this reviewer, the 
more justifiable approach, that of exhibit- 
ing the full range of philosophical inquiry, 
and of attempting to show the interrelated- 
ness of problems of method, knowledge, 
metaphysics and value. The latter purpose 
made possible a fruitful reorientation of 
problems within philosophy, and permitted 
the author to develop and demonstrate the 
relevance of philosophic thought to living 
experience. In his preface, he refers to the 
task of the teacher of philosophy as that of 
laying ‘stress on the importance of theory 
in matters of practice, on the need for clear 
and systematic understanding of the world 
and man in it, and on the constant role of 
reflection in the management of human af- 
fairs.’ 

Part One, ‘The Nature of Explanation,’ 
explores such fundamental concepts as 
cause, law, and nature, and the alternatives 
of mechanistic and teleological explanation. 

Part Two, ‘Empirical or Scientific Meth- 
od,’ relates the question of method to theo- 
ries of knowledge and truth. This procedure 
saves epistemology from a dry technicality 
which would obscure its bearing on scien- 
tific and practical interests. 

Part Three, ‘What is Man?’ discusses 
dualistic, idealistic, materialistic, and nat- 
uralistic theories of mind and human na- 

*Ernest H. Henrikson (Ph.D., Iowa) is 
Chairman of the Division of Public Speak- 
ing and Speech Correction and Director of 
the Speech Clinic at the University of Colo- 
rado. 
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ture, together with their implications for a 
theory of value. Arbitrary isolation of value 
theory is thus avoided, and a foundation is 
laid for treatment of the special value prob- 
lems in ethics, aesthetics, and the philosophy 
of religion. 

At this point an example of questionable 
use of historical illustration may be noted. 
George Berkeley is presented as a subjective 
idealist, a thinker who denied fhe existence 
of an external world but saved himself 
from solipsism by introducing God. This 
view of Berkeley was exponded by A. C. 
Fraser during the last thirty-five years of 
the nineteenth century, and constitutes a 
half-way house between the traditional 
eighteenth century view of him as a solip- 
sist and the twentieth century reinterpreta- 
tion of him as a realist. To picture Berkeley 
as a subjective idealist is to set aside the 
repeated nineteenth century challenges to 
the notion, as well as the prominence given 
to Berkeley’s realism in the writings of a 
host of twentieth century men, including 
William James, Alfred North Whitehead, 
F. J. E. Woodbridge, and R. F. A. Hoernle. 
Philosophy has with difficulty unburdened 
itself of many classic errors, such as 
Locke’s conception of Descartes, Aristotle’s 
interpretation of Plato’s theory of Ideas, 
and the view of Berkeley fostered by Reid 
and others in the eighteenth century. The 
professional philosopher has a responsibility 
to the layman to place major figures and in- 
terpretations of them in historical perspec- 
tive. 

art Four, ‘Of Human Bondage and 
Human Freedom,’ applies theories of caus- 
ality and value to the question of individual 
and social freedom. 

Part Five is concerned with ‘The Direc- 
tion of Human Affairs.’ Here a contrast be- 
tween idealistic and materialistic world- 
views provides a background for the ques- 
tion of the meaning and direction of life, 
and the role of religion, ethical values, and 
art. One feels a lapse between this section 
and the earlier one in which naturalism was 
distinguished from materialism as an alter- 
native general position. When ethics, for 
example, is approached from the materialist 
and idealist view-points, the classification 
does violence to the philosophers and ideas 
discussed. Plato, Aristotle, Christianity, 
Kant, Royce, and Hegel fall into the chap- 
ter on ‘The Idealist Outlook on Human Af- 
fairs’, while Bentham, Mill, Santayana, 
Dewey, and Marx fall in the chapter on 
materialism. Efforts to qualify and differ- 
entiate within the dichotomy do not wholly 
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overcome the impression created by the 
basic contrast, and it could be argued that 
the differences within the ‘idealist’ and ‘ma- 
terialist’ philosophies are more significant 
than the similarities on which they are 
roughly grouped. 

It is no negative assessment of Professor 
Edel’s book to find that it falls short of a 
fully satisfactory introduction to philoso- 
phy. All do, in one way or another, because 
no one book can define the subject, present 
problems, and examine relevant ideas with- 
out leaving gaps, or without giving parti il 
pictures of theories and philosophers. Even 
so, Professor Edel has not side-stepped the 
difficulties, and by marching straight into 
his subject, he gives a more valid impres- 
sion of its nature than have most writers of 
introductory books. 

HaArriEt JEFFERY 
University of Colorado 


Articulatory 
3ur. Publ., 
, 1946. 


Mase, Darret, J. Etiology of « 
Speech Defects. New York: 
Teachers College, Columbia Univ. 
Pp. 85. 

This study has as its purpose the investi- 
gation of ‘the incidence of six selected fac- 
tors commonly believed to be etiological in 
nature, and to discover if such factors exist 
in measurable quantity in children with 
functional articulatory speech defects long 
after the defects have become habitual.’ The 
six factors studied were (1) poor auditory 
acuity, (2) short memory span, (3) faulty 
coordination of muscles controlling the ar- 
ticulators, (4) faulty coordination of gross 
muscles, (5) poor sense of rhythm and 
tonal memory, and (6) inferior auditory 
articulatory discrimination. The subjects 
were 53 pairs of boys selected from the ele- 
mentary schools of Trenton, New Jersey. 
The experimental group was made up of 
boys who had two or more sound substitu- 
tions or omissions, excluding lisping, who 
had an intelligence quotient higher than 80, 
who had normal hearing, and who had no 
physical defects or emotional disabilities. 
These were matched with a control group 
of boys of normal hearing with approxi- 
mately the same social background, the 
same mental age, the same intelligence quo- 
tient, the same academic achievement, and 
the same socio-economic status. Most of the 


pairings were between boys in the same 
room in school. 
Hearing was tested with a_ standard 


Maico D-5 audiometer. Memory span was 
checked through using the digit tests found 
in the Stanford Revision of the Binet- 
Simon Test, Form L. The experimenter de- 
vised his own set of tests for analyzing dio- 
dochokinetic movements of the articulat- 
ors. Heath’s Rail-walking Test was the 
basis for measuring gross muscular coor- 
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dination. Parts of the Seashore Measures of 
Musical Talent were used for testing tonal 
memory and rhythm. The experimenter for- 
mulated his own test for checking auditory 
articulatory discrimination. It consists of 
two tests, each with two forms. Part I in- 
cludes two sets of 50 sentences, twenty-five 
of which include a word that was misartic- 
ulated and twenty-five of which were 
spoken correctly, Part II contains two sets 
of 50 word pairs, twenty-five containing 
identical word pairs and twenty-five ‘con- 
taining words that could sound alike only to 
one whose ability to discriminate sounds 
was of a low order.’ 

Dr. Mase found no significant differences 
between the experimental and_ control 
groups on any of the factors tested. Because 
of this, he cautions against a blanket use of 
corrective procedures which assume that 
some of these factors are present. He rec- 
ommends that persons working with a case 
having a defect in articulation should 
start with the individual and build up a 
remedial program based on his individual 
needs. With this recommendation, this re- 
viewer is in complete accord. But he is curi- 
ous about who is responsible for the ‘mass 
drill’ approach. Certainly the teacher or 
clinician with limited training scarcely de- 
serves the blame. As long as books, fre- 
quently written by leaders in speech, con- 
tain what Weaver years ago condemned as 
‘silly twaddle’, the minor disciples cannot 
but be expected to follow their guiding 
lights. Also, certain circumstances may 
make it necessary to use a ‘shot-gun’ ap- 
proach even though all materials used may 
not be of equal value to all persons with 
whom they are used. 

Are the factors which Dr. Mase studied 
significant etiological contributors to func- 
tional deficiencies of articulation? Some in- 
vestigators answer ‘Yes.’ Dr. Mase con- 
cludes ‘No.’ Without in any way minimizing 
the value of Dr. Mase’s study, this reviewer 
believes that his investigation raises signifi- 
cant questions about the problem but that 
the answer is still in doubt. Selection of 
subjects, methods of testing, and so on, 
have varied from study to study, factors 
which make comparisons questionable. For 
example, Mase includes only boys at certain 
grade levels, excludes lispers and (presuma- 
bly) cases of sound addition and sound dis- 
tortion, and eliminates cases that have only 
one deficiency of articulation. So the prob- 
lem of causative factors of functional de- 
ficiencies of articulation, like many other 
problems relating to speech defects, merits 
further study. Dr. Mase has made a valua- 
ble contribution which should stimulate ad- 
ditional thought and investigation. 

Ernest H. Henrikson 
University of Colorado 
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Abstracts of Current Articles 


AgneEy, Lourse. Prevalent faults in speech. 
Instructor, 1946, 55, 22-23. 

This article is an aid to the regular class- 
room teacher who has neither had special 
training in speech correction nor the bene- 
fit of a regular speech teacher in the school. 
The suggestions offered are very simple 
and could assist her in diagnosing ‘and cor- 
recting prevalent faults in classroom speech. 
Baby talk, lisping, omissions, and sound sub- 
stitutions are discussed. Lists of trouble- 
some sounds and words are given with tech- 
niques in the form of games which can be 
used as remedial measures. (Elisabeth Felt, 
Chicago Public Schools.) 


Atsop, G. F. How to recognize psychoneu- 
rotic pupils. Educ. Digest, 1946, 11, 44- 
47. 


Alsop discusses what teachers can do to 
prevent mental breakdowns in school chil- 
dren. Three classes of recognition are given 
in terminology understandable to parents 
and teachers. Ways of handling the three 
classes and techniques for school classifica- 
tion are brought in with reference to indi- 
vidual examples. Alsop’s conclusion is that 
emphasis should be placed on providing a 
normal form of activity in which the child 
will attain the normal goals and on avoid- 
ance of adding to the child’s sense of frus- 
tration and anxiety by branding him with 
deficiencies. Not all children can be cured 
or saved but many can be given a good 
steer in the right direction. (Carol L. John- 
son, Aurora Public Schools.) 


Axutne, V. M. and Rocers, C. R. A teacher- 
therapist deals with a handicapped 
child. J. abnor. soc. Psychol., 1945, 40, 
119-142 

The report and interpretation of the use 
of non-directive therapy with a six-year-old 
rejected boy with constricted throat. This 
article throws light upon the use of this 
method of psycho-therapy. Text and foot- 
notes illustrate the desirable attitudes and 
resources of the therapist, and the conse- 
quent growth of the subject in insight and 
maturity. Of value to those interested in 
language behavior, especially as related to 
regression, hostility and insecurity, are the 
principles presented here. (John J. Rudin 

II, Duke University Divinity School.) 


*Mary Huber (Ph.D., Wisconsin) is in 
private practice, 125 E. 74th Street, New 
York City. She will be teaching at Brooklyn 
College during the present summer term. 


Mary Huber, Editor" 


Artuur, Jutierta K. Help for stutterers, 
Parents’ Mag., 1946, 21, 44 

Advice and aids are given to parents in 
the psychological and educational training 
of the child at home. The author stresses 
the ten commandments for parents as 
drawn up by the National Hospital for 
Speech Disorders and presents numerous 
helpful devices in parent-child therapy for 
the stutterer. She also explains how a 
speech defect can be recognized and labeled 
by a parent. (Ruth L. Lillibridge, Mon- 
mouth City Schools.) 


Barpara, Dominick. A psychosomatic ap- 
proach to the problem of stuttering in 
psychotics. Amer, J. Psychiat., 1946, 
103, 158-195. 

A study of twenty stuttering psychotic 
patients, sixteen males and four females 
ranging in ages from 17 to 55 years, was 
made at the Central Islip State Hospital. 
The .28 per cent, or 20 out of the total hos- 
pital population of 7,000 who were classi- 
fied as stutterers, did not include those who 
were mute, disturbed and resistive and 
those whose stuttering syndrome was 
masked by some allied speech disorder. 

The investigation disclosed the following: 
(1) the psychiatric diagnosis was mainly 
schizophrenia, (2) fifteen cases were of the 
introverted type and five cases of the extra- 
vert variety ; (3) the personality makeup of 
the majority was of the schizoid variety; 
(4) the family histories in the eighteen 
cases where information was available 
showed some degree of neuropsychiatric or 
psychosomatic disorder, (in the main a lack 
of warmth and affection along with fre- 
quent emotional stirrings), (5) nine stut- 
terers had a history of stuttering in the 
family; (6) there was no consistency among 
the patients in any neurological and phys- 
ical findings nor evidence of peripheral neu- 
romuscular involvement or pathological 
speech organs which would support a com- 
pletely somatic theory of etiology; (7) 
nearly every case did present symptoms of 
acute or chronic anxiety; (8) seven attrib- 
uted the stuttering to some specific trau- 
matic happening; (9) the incipient ages of 
the twelve patients who were able to recall 
such were 5 to 8 in ten cases and beyond 
10 in two. 

The author concludes, therefore, that 
stuttering must be considered as a symptom 
of an underlying neurotic personality re- 
action, a complex syndrome and to be un- 
derstood only through a psychosomatic ap- 
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ABSTRACTS 


proach. Further, the author feels that the 
difference between stutterers who are neu- 
rotic and those who are psychotic is one of 
the degree of fear and asocial behavior 
only. (Tamara Pollack, Brooklyn.) 


GrinkER, Roy R. A note on the develop- 
ment of speech patterns, J. Lancet, 1946, 
66, 370-371. 


The author is not completely satisfied 
with the customary simple explanations for 
the persistence of foreign speech patterns 
in American-born, well-educated intelli- 
gent individuals who have violently re- 
nounced all other cultural patterns of for- 
eign origin: He describes a fragment of the 
psychoanalysis of a case of severe obses- 
sional neurosis. A complete metamorphosis 
of the patient’s speech pattern occurred in- 
cidentally during the course of the analysis. 
There were changes in_ pronunciation, 
grammar, rhythm, pitch, inflection, and vo- 


cabulary, altering the speech pattern from 
‘a low immigrant type’ to that of an edu- 
cated American. 


The thesis presented is that speech pat- 
terns which are non-adaptive, and which 
represent a lag behind other intelléctual and 
cultural achievements, are identifications 
formed at an early age in the oral sadistic 
phase of development and are based on hos- 
tility to the person with whom the identi- 


fication is made. Later modifications of 
speech patterns are possible only if the 
child can overcome his ambivalence and 


fuse his love and hate. Where foreign 
speech patterns persist as a cultural lag, 
hostility to the parental figures has not been 
adequately solved and represents an un- 
modified hostile identification. (William J. 
Temple, Brooklyn College.) 


Gurevitcu, M. O. Closed traumas of the 
convexity of the brain: A contribution 
to the study of traumatic dementia. 
J. clinical Psychopathol., Psychother, 
1945, 7, 97-104 

This study, translated from the Russian, 
is of special interest to those working with 

aphasics. The focus of attention is upon a 

special variation of the closed trauma which 

is connected with widespread changes in 
the cortex of the convex convoiutions of 
the brain. Several case histories are pre- 
sented in which the results of concussions 
are marked dementia, with but mild stem 
disturbances. These observations are in 
contrast with the usual results of concus- 
sion. Most of these patients displayed am- 
nestic aphasia along with other speech dis- 
turbances. The author states: ‘Our obser- 
vations refute once more the obsolete opin- 
ion that if aphasia befalls a polyglot, the 
native language is invariably the first to 
be recovered.’ (Charles E. A. Moore, Pro- 
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viso Township High School, Maywood, 
Illinois.) 

Hess, D. O. On the nature of fear. Psy- 


chol. Rev., 1946, 53, 259-276. 

This article is based on what the author 
considers a fact: that the recognition of 
emotion in an animal is possible in the 
same way as in a human being. An investi- 
gation of the reactions of 30 chimpanzees 
to representations and pictures of animals 
(ranging from reptile to man, varying in 
completeness and verisimilitude) resulted 
in an attempt to formulate an hypothesis of 
the causes and nature of anthropoid fear. 

Fear was defined as being overtly shown 
by actual avoidance of objects or places or 
by actions which made avoidance seem 
likely. The kind of responses to be ac- 
cepted as tear responses were described 
very specifically for purposes of the experi- 
ment. It may be noted that of a total of 30 
animals the mean number of fear responses 
to primate objects was 9.6, 0.9 to primate 
pictures, and 6.7 to non-primate objects. 


The author makes the following conclu- 
sions from the experiments’ results. (a) 
Anthropoid fears of inert, mutilated or dis- 
membered bodies are spontaneous: that is 
to say, although experience of a certain kind 
is prerequisite and learning definitely in- 
volved, the avoidance of such objects is not 
built up by association with a more primi- 
tive cause of fear as pain (the animals did 
not recognize the representations as parts 
of whole things they had learned to fear in 
the past and were not able to connect them 
with an earlier traumatic experience.) Thus 
Watson’s doctrine of fear through condi- 
tioning will not suffice. (b) This and a num- 
ber of other fears are evidently not de- 
termined by the sensory event (an activity 
in afferent structures, which is directly de- 
termined by environmental events). To as- 
sume that the form of response on seeing 
something strange is controlled alone by 
some property of the sensory event is to 
assume that any visual excitation is pri- 
marily a cause of fear and that other re- 
sponses are substituted by repetition of the 
stimulation. This is not so. Fear of a 
strange person is not determined by a par- 
ticular property of the sensory excitation, 
but by some discrepancy of the pattern from 
those which have been frequently experi- 
enced by the subject—by a complex rela- 
tionship of the sensory event to pre-exist- 
ent cerebral processes. (c) The hypothesis 
thus formulated by Hebb is that fear orig- 
inates in the disruption of temporally and 
spatially organized cerebral activities; that 
fear is distinct from other emotions by the 
nature of the process tending to restore 
cerebral equilibrium (via flight); that the 
source of fear involves conflict (i.e., pain, 








loud noises, the strange), sensory deficit 
(i.e., loss of support, darkness, solitude), 
and constitutional changes (i.e., metabolic 
disturbances). (d) When we distinguish be- 
tween the disruption and the processes tend- 
ing to avert it, and assume that the degrees 
of the disruption may vary, we can see how 
a single mechanism of fear could, on differ- 
ent occasions produce perfectly coordinated 
flight, less coordinated avoidance, or no co- 
ordinated action. (e) The author states 
that, when the conceptions of neurophysical 
action on which the above is based are pre- 
sented and the neurophysiological implica- 
tions made explicit, it may appear that a 
basis has been laid for an adequate theory 
of emotion and motivation. (Tamara Pol- 
lack, Brooklyn, N. Y.) 


HinpretH, Gertrupe. Speech defects and 
reading disability. Elem. School J., 1946, 
46, 326-332. 

The close connection between defects of 
speech and disability in reading is discussed. 
Speech difficulties that help to retard read- 
ing progress are enumerated. Examples of 
different types of defects found when work- 
ing with remedial reading groups are de- 
scribed in case histories. Definite preven- 
tive and remedial measures are suggested. 
The author advocates speech testing for 
defects before the child enters school; then, 
if there are any, an attempt could be made 
to clear them up before the teaching of 
reading begins. If there are too many de- 
fects the time devoted to preparation for 
reading readiness should be lengthened. 
(Elizabeth Felt, Chicago Public Schools.) 


Hicks, THELMA Kaut. When left is right. 
Parents’ Mag., 1942, 21, 34. 

An appraisal is made for the parents of 
left-handed children, first with aids to 
judge this handedness, and with a view to 
adjusting the child to the right-handed 
world. As two to five children out of every 
hundred are left-handed, parents are in- 
formed about discerning the lateral dom- 
inance of their children. (Ruth L. Lilli- 
bridge, Monmouth City Schools, Monmouth, 
Illinois.) 


Irwin, O. C., and Cuen, H. P. Develop- 
ment of speech during infancy: Curve 
of phonemic types. J. exper. Psychol., 
1946, 36, 431-436. 

The authors bemoan the fact that there 
have been few studies of the continual 
progress of the infantile acquisition of 
basic sounds; and that there has not been 
extensive analysis of the development of 
phonemes during infancy. The purpose of 
this study was to determine the number of 
phonemic types during the first two and 
one-half years of life. A total of 95 infants 
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ranging in age from one to thirty months 
were included in this inv estigation. The in- 
fants were from middle ciass homes and 
about 20 infants were studied throughout 
the entire 30 months; 35 of them yield 
fairly continuous records. The data con- 
sisted of 1622 records which were tran- 
scribed in the International Phonetic Alpha- 
bet. The sounds uttered on each of the 30 
breaths constituted the sample obtained at 
each visit. 

The results showed that during the first 
two month period of life, the infant has 
7.5 sounds; at the last two month period 
the child has 27 of the 35 sounds present in 
adult speech. More sounds are acquired 
during the first year of life than during the 
second and a half years. There seems to be 
a tendency for girls to be superior to boys, 
but the differences are not statistically sig- 
nificant. (Alice Mendenhall Welsh, Univer- 
sity of Minnesota.) 


JELLINEK, AuGustE. Psychosomatic factors 
in hearing. J. Clin. Psyc prtetnes Psy- 
chother., 1946, 7, 599- 


Dr. Jellinek’s senitandion is concerned 
with answering the question: Why do hear- 
ing tests on the same patient vary widely 
with similar testing conditions? Gains rang- 
ing upward of 30 db. were made on some 
patients when certain factors were intro- 
duced into the testing situation. Concentra- 
tion on pleasant thoughts and experiences, 
thinking of acceptable colors, lying in vari- 
ous positions, testing in pleasant surround- 
ings, giving of relaxation exercises and in- 
jections all resulted in marked differences 
of pure tone audiograms as illustrated in 
the article. Dr. Jellinek, admitting that we 
do not know from the beginning how great 
a part of hearing impairment 1s played by 
psychic factors, believes that there is a good 
chance of improving the understanding of 


speech and the hearing of sounds by expert- 


psychotherapeutic means. Following the ar- 
ticle is an interesting discussion by Doctors 
Froeschels, Robicsek, and Klenyserers. 
(Charles E. A. Moore, Proviso Township 
High School, Maywood, IlIlinois.) 


Jennincs, Dana C. What can be done for 
the spastic child? Hygeia, 1945, 
834-837. 

A report of the work of the therapeutic 
day nursery for children two to five years 
of age at Michael Reese Hospital in Chi- 
cago. The author points out that in the 
training and reeducation of muscles and 
nerves in motor skills, emphasis is placed 
on speech correction, locomotion and use of 
the hands. 

In spite of the fact that there are approx- 
imately 300,000 cases of cerebral palsy in 
this country and that 10,000 new ones are 
added each year, “Not a single state, how- 
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ever, has yet provided a school or hospital 
for spastic children . . . and these children, 
even though they may have superior intel- 
lect, are often found in institutions for the 
feeble minded.” The author’s information 
on the above statistics is not entirely accu- 
rate, at least with regard for state provi- 
sion for hospitals and — = spastics. 
(E. E. Bradley, Panhandle A. M. Col- 
lege, yt es Oklahoma.) 


Kimper, W. J. T. Some psychology for the 
deafened. Volta Rev., 1946, 48, 522-523. 
The eminent psychologist, Dr. Kimber, 
president of the Hartforshire League for 
the Hard of Hearing, England, points out 
that the deaf person realizes he is at a dis- 
advantage, develops a feeling of inferiority, 
of not being wanted, and so begins his iso- 
lation. 

The author observes that it is inevitable 
that there will be a compensation psycho- 
logically. The hard of hearing individual 
must decide whether he will be the master 
or whether his handicap will master him. 
He must face his disability. In order that 
those about him may be helpful, he should 
inform them of his difficulty, and tell them 
that he reads lips or uses a hearing aid. 
If the hard of hearing person lets his han- 
dicap master him, he will retreat within 
himself, and become asocial, unhappy, and 


‘suspicious. 


The simplest daily tasks, such as shop- 
ping, riding a bus over an unfamiliar route, 
or participating in a meeting, become genu- 
ine difficulties for the hard of hearing. 

Dr. Kimber emphasizes the necessity for 
recognizing the differences in the problems 
of ‘the deaf, the born deaf, or deaf and 
dumb, and the deafened or hard of hearing.’ 
(Loretta Wagner Smith, Brooklyn Col- 
lege.) 


Morcan, Bayarp Q. Some functions of time 
in speech. Amer, Speech, 1945, 20, 28- 
33 


This is a discussion of the time weight- 
ing of speech which underlies time extend- 
ers. The purpose of time extenders is to 
hold an idea or concept up to longer view 
than a mere mention would allow. Differ- 
ent time extenders are discussed in their 
relation to the necessity of our awareness 
of the functions of time in speech. (Mil- 
dred A. Karch, F. J. Reitz High School, 
Evansville, Indiana.) 


Myk.esust, Hever R. Significance of eti- 
ology in motor performance of deaf 
children with special reference to men- 
ingitis. Amer. J. Psychol. 1946, 59, 
249-258. 

A locomotor coordination test was given 
to 203 subjects at the New Jersey School 
for the Deaf. Results indicated progression 


of coordination in proportion to the degree 
of maturation. The males were superior to 
the females. Meningitis cases were very in- 
ferior to subjects deaf from other causes. 
This same group indicated destruction of 
the semi-circular canals which probably ex- 
plains the poor motor performance ob- 
served. Of the meningitis cases the best 
adjusted had received more medical treat- 
ment, were older, and had higher motor 
scores. All the deaf subjects in the study 
were classified etiologically, a procedure 
which the author definitely stresses as im- 
portant. There is a need for maturational 
standardization of this coordination test for 
normal children in order to reveal fresh 
and significant information. (John JW. 
Blomberg, Rock Island Public Schools, 
Rock Island, Illinois.) 


Pronkxo, N. H. Language and psycholin- 
guistics: A review. Psychol. Bul., 1946, 
43, 189-239. 

Although this paper is concerned, pri- 
marily, with the behavioral aspects of lan- 
guage phenomena, it does, however, review 
certain investigative techniques used in 
other parallel areas of inquiry in order to 
present a more complete picture of linguis- 
tic events. The paper is divided into three 
parts: (1) The non-psychological study of 
language; (2) psychologicé al studies in lan- 
guage, and (3) theory in linguistics. 

The first division is concerned with the 
anthropological and sociological interests in 
language, the philosopher’s approach to lan- 
guage, the educator’s concern with language 
learning and the psycho-acousticists’ par- 
ticipation in the linguistic field. 

In the second part, the author reviews ex- 
periments utilizing language-derived mate- 
rials as stimuli, statistical studies, studies 
in language development, studies in lan- 
guage concepts, experiments in phonetic 
symbolism, association techniques in lan- 
guage, investigation of gestural aspects of 
language, studies in perception of language 
and studies in linguistic patterning and be- 
havior. 

The last part demonstrates the need for 
language construction in our society and re- 
views sample definitions of language includ- 
ing: the dualistic language theory, expres- 
sionistic construction, symbolic, behavioris- 
tic and interbehavioral language theories. 
The author concludes his research with an 
illustrated presentation showing how the 


various viewpoints handle a given speech oc- 


currence. (Alice Mendenhall Welsh, Min- 
nesota.) 


RuTHERFORD, B., Reap, L., and CHAPMAN, 
M. Digest of study of speech correc- 
tion in cities of 100,000 and over. Quart. 
J. Speech, 1946, 33, 207-8. 


The study was based upon a question- 








naire and returns from 43 cities were con- 
sidered complete enough for use. The fol- 
lowing conclusions were reached: 

1. The lower the ratio of the school pop- 
ulation to the number of speech clinicians 
the more adequate the service rendered. 

2. The itinerant teacher plan and semi- 
weekly services in elementary schools were 
typical patterns and did not seem to be re- 
lated to adequacy of service. 

3. There was an inadequacy of service 
generally. The number of pupils needing 
help far exceeded the number receiving 
help. 

4. In determining who needed speech 
correction services, the typical procedure 
was a combination of the clinical survey 
and the observation of the classroom 
teacher, or some combination of referring 
cases from many sources. The organization 
of classes for remedial training usually 
combined group and individual work. 

5. Speech correction services were given 
to about two per cent of the elementary 
school population. Some cities reported 
speech work in the junior and senior high 
schools. 

6. Speech clinicians in most cities were 
required to have either specialized training 
or a degree in Speech Pathology. 

7. The questionnaire method of study 
was of itself a subjective approach and al- 
lowed for variation of interpretation. Dif- 
ferences of training in Speech Pathology 
and lack of standardization of judgments of 
the persons answering the questionnaire 

made for considerable variety of interpre- 
tation. (Arthur Secord, Brooklyn College.) 


Stmon, CLarence T. Speech training for 
cerebral palsied children. The Crippled 
Child, 1946, 24, 20. 

‘Speech handicaps are remediable. The 
speech of the cerebral palsied can be im- 
proved. Children can learn to talk more 
clearly, more plainly and use their speech 
more easily and acceptably. Satisfactory ed- 
ucational progress and adequate economic 
and social life for these children depend on 
improvement in speech.’ 

Dr. Simon discusses the many advances 
that have been made in training the crip- 
pled child from the point of view of phys- 
ical therapy. He points out, however, that 
efficient locomotion without at least rela- 
tively efficient speech may serve to further 
increase the already deep-rooted sense 
of inferiority. Inadequate communication 
makes daily living a very great hardship in 
all areas—socially, economically, and aca- 
demically. Because speech is so closely tied 


up with the learning process, the child who 
is handicapped in speech usually develops a 
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negative attitude towards his school work. 

‘Substitute activities may be available for 
the person who is handicapped in locomo- 
tion or physical activities, but there is no 
substitute for speech.’ Dr. Simon offers 
some reasons for the neglect of speech 
training: (1) lack of realization of the 
need for speech training; (2) the emphasis 
by physicians upon structure rather than 
function has caused speech techniques to be 
unexplored; (3) lack of adequately trained 
therapists. 

In conclusion, Dr. Simon suggests that 
emphasis be placed on speech rehabilitation 
in every institution which aids in general 
reeducation of the cerebral palsied child. 
(Doris Trepel, Brooklyn College.) 


Simon, CrareNce T. Why take time out 
for speech teaching? Volta Rev., 1945, 

47, 325-326. 

A young man without hearing has learned 
through his own experiences what impor- 
tant assets speech and lipreading are in his 
life. Through his associations with people 
in normal hearing he has learned much 
about this world, has gained a valuable ed- 
ucation in human nature, and has developed 
a personality that is of the greatest value in 
helping him adjust to a world of hearing 
people. These are the advantages which 
tend to make his life normal—advantages 
which are denied his deaf friends who are 
without the skills of speech and lip reading 
and who must depend on the manual 
method. (Esther Simonetti, Akron Public 
Schools, Akron, Ohio.) 


Situ, G. M. The effect of prolonged mild 
anoxia on speech intelligibility. J. appl. 
Psychol., 1946, 30, 255-263. 

Tests of speech intelligibility were made 
at intervals during a number of eight hour 
sessions in a nitrogen dilution chamber. An 
altitude of about 10,000 feet was simulated. 
Subjects indicated their responses to stim- 
ulus words on check lists. Recordings were 
made of test items. Conditions of tempera- 
ture, humidity, sound and pressure of CO, 
were controlled. A high protein lunch was 
served in the chamber. 

Twelve college men participated. A large 
number of consonant and vowel items were 
used in the tests and the sound level of the 
words was set low to detect any effect of 
anoxia. The decrease in speech intelligibil- 
ity at the simulated altitude was slight ex- 
cept for a marked lessening about six hours 
after entering the chamber. This may have 
been due to awareness that the ordeal was 
almost over. Otherwise no significant losses 
in speech intelligibility were observed. 


(John W. Blomberg, Rock Island Public 
Schools, Rock Island, Illinois.) 
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ANALYSIS OF STATE SPEECH CORRECTION 


SmitH, Mayme V. A clinician’s 
Quart. J. Speech, 1946, 32, 63-66. 

The author reports what appears to be 
an average case of articulatory difficulty. 
The subject is a six year old boy. His trou- 
ble included uh for the initial and final /, 
s for sh, w for the initial r and the omis- 
sion of medial / and final r. 

The article simply discusses the methods 
used in the first five weeks with this boy. 
The procedure is standard and is specifi- 
cally broken down into orientation, stimu- 
lation, projection, testing and application. 
(Arthur Secord, Brooklyn College.) 


story. 


Zucker, Lourset. Psychological aspects of 
speech melody. J. soc. Psychol., 1946, 
23, 73-128. 

This article is an M.A. thesis from the 
New School for Social Research. It pre- 
sents a survey of what has been done in the 
field of speech melody and makes evalua- 
tions and suggestions for further effort. 
The survey is justified on two grounds: 
that a study of speech melody offers a con- 
tribution to discussion of Gestalt psycho- 
logical problems since speech melody may 
be described adequately only if viewed as a 
whole-structure; that practical experiences 
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in the teaching and learning of languages 
and an investigation of vocal sound as an 
indicator of personality show need for 
methods which permit description of the 
whole-qualities of speech. 


Speech melody is defined, 
tional meanings explained, 
through graphs described, historical inter- 
relations between music and speech dis- 
cussed. The body of the article is given to 
a review of voice research under the classi- 
fication of phonetic approaches, voice as a 
carrier of expression, voice as an indicator 
of physical characteristics, correlation be- 
tween single voice attributes and single per- 
sonality traits, matching experiments, self 
confrontation and recognition. Criticisms 
of experiments are presented with some 
suggestions for further investigation. A 
concluding section on speech melody and 
national character traits makes brief rec- 
ommendations for language teaching and 
for methods of eliminating foreign accent. 


Since the Journal of Social Psychology 
gave space for the author’s reviews of the 
literature in full, the reports on experi- 
ments are much more detailed than those 
on the same material in speech publications, 
and will be useful for reference for re- 
search workers in speech. (Melba Hurd 
Duncan, Brooklyn College.) 


various func- 
representations 





Analysis of Speech Correction Work 
By States (2) 


(Prepared for the 


American Speech Correction 


Association by Martin F. Palmer, Sc.D., 


Chairman, Committee on Education.) 


As in last year’s report the Associa- 
tion membership for 1947 has been an- 
alyzed to show the distribution of 
speech corrective services by states. 
Three points were given for each Fel- 
low or Professional Member, 2 for 
each Clinical Member, and 1 for each 
Associate. In the following table Col- 
umn A shows the ranking of states 
when the financial ability of the states 
and their population are compared 
against the services available. Column 
B shows the ranks of the states when 
the service available is compared only 
against the population. Column C 
shows the approximate number in the 


population served by each unit in the 
state. Column D shows the gain or loss 
in rank of each state over last year. 

Roughly, the opportunities remain 
the same, being for the most part in the 
East. In the year’s interim, those states 
with relatively good programs have in- 
creased their services (with a few ex- 
ceptions )—those with inadequate pro- 
grams have fallen still farther behind. 

Five states have service for the first 
time (South Carolina, South Dakota, 
Idaho, Mississippi and Wyoming). 
New Mexico still has none. Arkansas 
has lost the service it did have. 
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A. Rank: 
Service vs. 
State Population B. Rank: C. Number in D. Gain or 

Income Tax Service vs. Population per Loss in Rank 

Payments Population Unit of Service Over 1946 
A ne ee Sones See l 3 36,000 + 18 
CP |, ee 2 28 160,000 + 1 
OO | eee eee AeA E 23 120,000 + 4 
SN NERO ORE Be Tres eI 4 2 33,000 0 
WV FOMINE 0.2.0 5 35 251,000 New 
New Hampshire 6 21 110,000 0 
LY REE emer 7 21 110,000 — 5 
AERC Oe conan Mee ae 8 30 186,000 + 5 
District of Columbia................ 9 1 26,000 + 3 
Se EE h <r 10 6 40,000 — 5 
Ag bc: a 11 36 321,000 New 
EE ee ner ST ee 12 8 44,000 — 3 
Nebraska .............. Be test ee 13 21 110,000 + 9 
Maine 14 29 169,000 — 3 
ES a aT eee ee 15 15 84,000 7 
(Oe TT 16 17 95,000 0 
L) Se ees cee a 17 40 525,000 New 
SI ND i? cscskstsns sn epetiecianmatenting 18 6 40,000 — 3 
NNR cote a 19 9 55,000 — 5 
eT REE 20 22 118,000 + 5 
Washington 21 10 58,000 — 3 
en 22 38 437,000 New 
| OLS ON Ee rn ne 23 25 135,000 — 3 
| Te ee eee 24 43 1,316,000 — 23 
WVESCOMGIT <n c..-ncscsccncecesessscore 25 11 64,000 — 1 
RRERRON, - sscis cucsnseniatdensecteresacids 26 33 218,000 — 5 
Delaware  .2..0..............cccceesseee dias 27 24 133,000 — 1 
Rhode Island 28 34 238,000 —11 
ne RE 29 12 74,000 — 3 
COMMRECECUE ..ncececcessascesssocesccenees 30 18 101,000 — 3 
PURGAEIIOEY, cecncsessnscectsstvncacbiseessniaves 31 Z 42,000 + 1 
ee 32 4 39,000 — 1 
BOINED i 2accsasasacacenspeaninslessidsnsogs 33 31 206,000 — 2 
Massachusetts .......2...2.:..s000-e00000- 34 26 139,000 — 4 
CO | Se TLR RTD 35 39 521,000 — 2 
OE ET Oe ee 36 13 76,000 — 1 
South Carolina ......... in 45 1,900,000 New 
OU OE se canatcesiatacanseesceaives 38 32 208,000 — 4 
ESRI OSIINA co iccaceasascesosnensnousicovesviece 39 16 87,000 — 1 
RIVCSE VETRSRID. a... csncseecestsnisecssenne 40 46 1,902,000 — 30 
NN ol ada Sonica lccadansl cat inede 41 37 401,000 + 1 
Kentucky ............ 42 42 949,000 — 3 
Pennsylvania 43 27 155,000 — 20 
New York .............. 44 14 79,000 — 4 
DN grins tcneneccncntncecrvisiacaiononn 45 41 607,000 — 9 
Ce. Se ee 46 47 2,916,000 — 5 
Morth Carolina ........s.cisiescss 47 dd 1,786,000 — 4 
DUO DR CRICO: aasccennscncnsdinicionstonace x xc x < 

x x + 


PAPRANGAS: asiccscscessinsene shaadi tah x 
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AMERICAN SPEECH CORRECTION 
ASSOCIATION 


ANNUAL DIRECTORY—1947 
OFFICERS 
A ia ac cskcea sachs ah ents icnldtaccligcisleamlaete a aan 
President Elect... ss 
i OS EE Pe EE Rival ab dese ned SR Cee SABES eis ys 
ne AP Gn =, a a RL ee SRS SP TE RAN Me Se 
COUNCILLORS EX-OFFICIO 

ee a, a ESI Fee eee Se ....... Wendell Johnson, Ph.D. 


Chairman, Committee on E,dtscation —...0....1...c.:.--cccsccsconecscssensocesaeesovs Martin F. Palmer, Sc.D. 
ee Be SS. Se Pere eennre etree anes Clarence T. Simon, Ph.D. 


Herbert Koepp-Baker, Ph.D. 
Martin F. Palmer, Sc.D. 
Grant Fairbanks, Ph.D. 
D. W. Morris, Ph.D. 





COUNCILLORS-AT-LARGE 





George Adams Kopp, Ph.D................... ea nee OE bh 2A TER eh ee aE 1946-48 
Ernest H. Henrikson, Ph.D. : BS ... 1945-47 
STN RR! SNe te Cae ae Ee Ne i Sob ator RR ee 1947-49 


COMMITTEES 

AssocraT1Ion Honors, Mildred A. McGinnis, Warren H. Gardner, Harold Westlake, -Chair- 
man. 

3upcET, Harlan H. Bloomer, Charles R. Strother, Wendell Johnson, D. W. Morris, Her- 
bert Koepp-Baker, Clarence T. Simon, Chairman. 

Epucation, Jeanette Anderson, Eugene T. McDonald, Margaret E. Hall, Grant Fairbanks, 

Martin F. Palmer, Chairman. 

EXCHANGE oF MarTertAs, William G. Hardy, Ollie L. Backus, D. W. Morris, Chairman. 

FounpATiIons, Harry J. Heltman, Martin F. Palmer, Wendell Johnson, Chairman. 

INtTER-ASSOCIATIONAL RELATIONS, George A. Kelley, Loren D. Reid, Cloyd Harkins, Ed- 
ward H. Truex, Jr., Louise Arey Esterer, Miriam D. Pauls, Chairman. 

INTER-ORGANIZATIONAL CoNveENTION, D. ]V’. Morris, Herbert Koepp-Baker, Grant Fair- 
banks, Chairman. 

NoMENCLATURE, Sara Stinchfield Hawk, G. Oscar Russell, Samuel D. Robbins, Chairman. 

ProcraAM, Harlan H. Bloomer, Ernest H. Henrikson, Claude E. Kantner, Alonzo J. 
Morley, Richard E. Silverman, John C. Snidecor, Lee Edward Travis, Grant Fair- 
banks, Chairman. 

Note: Italics indicate ex-officio members. 





Qualifications of Members 


1. All individuals listed in the fol- (a) Associates. Associate Members 
lowing membership categories have are persons qualified on an ethical basis 
"eg. See dt ti t ae who have not, however, completed a pro- 
een investigated by the Committee on fessional education in the field of speech 
Education and the Council of the correction (and are therefore not recom- 
American Speech Correction Associa- mended as qualified by the Association 
tion, and are assumed to be ethical per- to do speech corrective work beyond the 
a Seer vy be ted ad a I ‘ apprentice level). 
SONS Eeeesens a See Mae OS Speecn (b) Clinical Members. Clinical Mem- 
correction. All have agreed to follow bers are persons with a B.A. degree and 
the principles of ethics found in the one year of experience, who have com- 
Constitution and Bv-laws of the Amer- pleted a minimum of special preparation 
ican Sneech Corrects Associat; a to the extent of eighteen semester hours 
Cat POLE a orrection sissociation as in the field and twelve hours in allied 
revised to 1943. subjects, and who are qualified to act as 


2. The Association membership is clinical technicians under the guidance 
of more completely trained individuals. 


divided into four levels. The various (c) Professional Members. Profes- 
levels and their qualifications follow: sional Members are individuals with 
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four years of postgraduate experience 
and with relatively complete professional 
training in the field, and possessing at 
least an M.A. degree. They are recom- 
mended by the Association as being qual- 
ified to diagnose and examine cases of 
speech defects, supervise others in the 
correction of defects, and to teach others 
in the arts and skills of speech correc- 
tion. They are, in short, fully qualified 
persons upon whom reliance can be 
placed in the correction of speech disor- 
ders. 

(d) Fellows, Fellows are individuals 
who have completed professional educa- 
tion in the field, meet all the qualifica- 
tions of Professional Membership, and 
in addition have made significant and 
worthy contributions to the field in the 
way of research publications. The Asso- 
ciation honors such individuals by elect- 
ing them to Fellowship within the Asso- 
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ciation. The Association elevates to Hon- 
orary Fellowship individuals whose ma- 
jor training has been in an allied field 
but who thave also made significant and 
worthy contributions to the field of 
speech correction. Generally from three 
to five Fellows are elected at each an- 
nual convention of the Association. 


3. Complete details on application 
for membership ranking in the Associ- 
ation can be received by writing the of- 
fice of the Secretary-Treasurer of the 
Association, Dr. D. W. Morris, Box 
3066, University Station, Ohio State 
University, Columbus, Ohio, or the 
Office of the Committee-on Education, 
Dr. Martin F. Palmer, Chairman, In- 
stitute of Logopedics, 1751 Fairmount, 
Wichita, Kansas. 





1947 LIST OF MEMBERS 
The following alphabetical lists of members of the Association give the title, degree, 
professional rank, and address of every Fellow, Professional Member, and Clinical Mem- 
ber, and the address of every Associate Member whose dues for the current year were paid 


by January 15, 1947 in 


accordance with Section 4 of Article IV 


of the Constitution as 


amended at the 1942 Chicago Convention. This is not a complete list of members. 


Note: 
Honorary Fellows by (Hon. F), 


In the following lists the names of Fellows are indicated by (F), 
the names of Professional Members by (P 8 


the names of 
the names 


of Clinical Members by (C). The names of Associate Members are listed separately. 
Most of the abbreviations used are standard and self-explanatory. The less obvious 


ones are as follows: correction—cor., 


improvement—imp., 


teacher—T. 


Teachers teach in the city where the address is listed unless otherwise noted. 
In listing institutions which have granted degrees, all state universities have been 
designated simply by the abbreviation of the state. 


HONORARY LIFE FELLOW: Camp, Pautine Beatrice, Retired Pub. 


Sch. Dir. of Child Guidance and Spec. Educ., Frost Woods, 


Wis.; Cave Springs, Ga. 


Madison, 


HONORARY LIFE FELLOW: Sropparp, Ciara Beatrice, B.S. (Wayne) 


1932. Retired Pub. Sch. Sup. of Speech Cor., 


bury Grand, Detroit, Mich. 


Detroit, Mich., 3779 May- 


(P) AtnswortH, STANLEY H., B.A. (Mich. State Nor.) 1933, M.A. (Iowa) 
1937. Speech Clinic, Northwestern University, Evanston, Illinois. 2606-5 
Ridge Ave., Evanston, Illinois. 

(P) Akin, JoHNNyeE, B.L.I. (Emerson Coll.) 1927, B.S. (Huntingdon 
Coll.) 1933, M.A. (La. State) 1935, M.S. (Univ. of Mich.) 1936, 
Ph.D. (La. State) 1936. Haynesville, Louisiana. 

(C) Axren, Amy Vircinra, M.A. (Univ. of So. Calif.) 1936. Sp. Dept., 
Univ. of Wis., Madison, Wis. 104 Langdon St., Madison, Wis. 

(C) Aten, Evetyn YouncG (Mrs.), B.S. (Northwestern Univ.) 1934. 4161 
Holly, Kansas City, Missouri. 

(C) AttsHouse, VERNA G., B.E. (Duquesne Univ.) 1938. Speech Dept., 
Aural Rehab. Service, Walter Reed Hospital, Washington, D. C. 

(C) Ammon, HitpaA Farnum (Mrs.), B.S. in | aN. Y. Une.) 1935, 
M.A. in Sp. (Iowa) 1941. Pub. Sch. Sup. of Sp. Cor. and Hearing. 282A 
Sigourney St., Hartford, Conn. 

(C) ANperson, Dorotny I., B.A. (Iowa) 1928, M.A. (ibid) 1931. 12-E-Arts, 


Univ. of Col., 


Boulder, Colo. 
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ANDERSON, JEAN L., B.S. (W. Mich. Coll.) 1943. Pub. Sch. Sp. Corr., 
150 N. Meridian St., Indianapolis, Ind. 

ANDERSON, JEANETTE O., B.A. (Rockford Coll.) 1938, M.A. (Wis.) 
1940, Ph.D. (ibid) 1942. Dir. Sp. Clinic and Asst. Prof. of Sp., Rock- 
ford College, Rockford, Ill. 416 Rome Ave., Rockford, III. 
ANDERSON, RutH M., Bach. of Music (Univ. of Wichita) 1937. In- 
stitute of Logopedics, University of Wichita, Wichita, Kansas. 3043 E. 
21st St., Wichita, Kansas. 

ANGELL, CLARENCE S., A.B. (Univ. of Ill.) 1939, A.M. (ibid) 1941. 
Rm. 42, Gregory Hall, Univ. of Ill., Urbana, Ill. 208 S. Matthews St., 
Urbana, Ill. 

ARNOLD, JANE Wise (Mrs. F. C.), B.A. (Heidelberg Coll.) 1940, B.Sc. 
in Ed. (Ohia State Univ.) 1941, M.A. (ibid) 1946. Speech Lab., 
Syracuse Univ., Syracuse, N. Y. 605 E. Raynor Ave., Syracuse, N. Y. 


Backus, Oxuir L., B.A. (Mich.) 1929, M.A. (ibid) 1930, Ph.D. ( Wis.) 
1933. Acting Manager of Sp. Clin., Asst. Prof. of Speech, Univ. of 
Mich., Ann Arbor, Mich. 

Baker, Herpert Koepp, B.A. (Mich.) 1926, M.S. (Penn. St.) 1930, 
Ph.D. (Iowa) 1938. Coll. of Medicine, Univ. of Ill, 1853 W. Polk 
St., Chicago, Ill. 

Bakes, FRANK P., B.A. (Ohio) 1924, M.A. (ibid) 1927, Ph.D. (Iowa) 
1938. Asst. Prof. in Psychol., in charge of Sp. Clin., Univ. of Pa., 
Philadelphia, Pa. 

Bancs, Jack L., B.A. (Wash.) 1939, M.A. (ibid) 1941. Research Asst., 
Univ. of Iowa, Iowa City, Iowa. 802 7th Ave., Iowa City, Iowa. 

Barritt, Vircit Crook (Mrs.), B.A. (Kansas) 1936. Instr. in Sp. Cor., 
Wichita Univ. 1340 North Yale, Wichita 6, Kansas. 

BARTELL, BetrE RAE (Mrs. D. C. Spriestersbach) 

BAUMGARTEN, Maryjorik L., B.A. (Augustana Coll.) 1941, M.A. (North- 
western) 1942. Dir., Sp. Clin., N.I.S.T.C., DeKalb, Ill. 626 College Ave., 
DeKalb, Iil. 

BaumrittTeErR, Dorotuy Doos, B.A. (Hunter Coll.) 1932, M.A. (Columbia 
Univ.) 1934, Ed.Dr. (N. Y. Univ.) 1941. Instr., Hunter Coll., 695 
Park Ave., N. Y. City; Sp. Therapist, Mt. Sinai Hosp. and Community 
Hosp., N. Y. City. 

BEARD, JEANNETTE E., B.S. Ed. (S.E. Mo. T. Coll.) 1939, M.A. ( Mich.) 
1943. Sp. Cor., St. Louis Publ. Schls. 2107 S. Grand, Apt. 903, St. 
Louis 4, Mo. 

BEASLEY, JANE E., B.S. in Ed. (Bowling Green St. Univ.) 1940, M.A. 
(Univ. of Mich.) 1946. Sp. Clin., Univ. of Mich. Ann Arbor, Mich. 
3010 Geddes, Ann Arbor, Mich. 

BenperR, HELEN FacGaAn (Mrs. Welcome W.), B.S. (Wash. Univ.) 
1933, M.A. (Iowa) 1937. Cerebral Palsy League of New Jersey, 
io and Home for Crippled Children, 89 Park Ave., Newark, New 
ersey. 

Benver, JAMES F., B.S. (Columbia) 1928, Ph.D. (ibid) 1939, C.P. 
(1932) N. Y. State Dept. of Mental Hygiene. Dir., The National Inst. 
for Human Relations. 545 Fifth Ave., New York 17, N. Y. 

BENFER, JACQUELINE, B.A. (Ohio St. Univ.) 1945. Asst., Speech Clin., 
Ohio St. Univ., Columbus, Ohio. 2025 Beverly Road, Columbus, Ohio. 

Bercer, Ciype C., B. A. (Univ. of Wichita) 1943. Librarian, Inst. of 
Logopedics, Univ. of Wichita, Wichita, Kansas. 

BERNING, Marcuerite, B.S. (Ind. St. T. Coll.) 1945. Teach. of Sp. 
and Hearing Therapy, 609 Lawton PI, Ft. Wayne 3, Ind. 

Berry, Franc, B.A. (Univ. of Denver) 1923, M.A. (Northwestern) 
1928. Instr. in Sp. Ed. and Cor., J. Sterling Morton H. S. and Jr. Coll., 
Cicero, Ill. 839 Lake St., Oak Park, III. 

Berry, Mitprep Fresurc, (Mrs. James), B.A. (Iowa) 1922, M.A. (ibid) 
1925, Ph.D. (Wis.) 1937. 9939 St. Marys, Detroit 27, Mich. 

Bienvenu, Marra Cristina, M.A. (West. Res. Univ.) 1946. Sp. Clin., 
Children’s Hosp., Mexico, D.F., Mexico. 

Bierstept, ANNA JANE, B.A. (Capital Univ.) 1942, M.A. (North- 
western) 1944. (No address known) 
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Brack, JoHN Witson, B.A. (Wabash Coll.) 1927, M.A. (Iowa) 1930, 
Ph.D. (ibid) 1935. Prof. of Speech, Kenyon College, Gambier, Ohio. 
Bioomer, H. Harun, B.A. (Ill.) 1930, M.A. (Mich.) 1933, Ph.D. 
(ibid) 1935. Manager of Sp. Clin. and Assoc. Prof. of Speech, Univ. 
of Mich., Ann Arbor, Mich. 

BLuEMEL, CHARLES SipNEy, M.A. (Colo.) 1915, M.D. (ibid) 1916, 
M.R.C.S. (England) 1917, F.A.C.P., 1931. Physician, 550 Metropolitan 
Bldg., Denver, Colo. 

BoHANNON, Dorotuy Exizasetu, B.S. (S. W. Mo. Teachers) 1928, 
M.A. (Iowa) 1938. T. of Sp. Cor., Pub. Sch. Waukegan, Ill. 635 
N. Sheridan Rd., Waukegan, III. 

Bostey, ELizABeETH CASWELL (Mrs. W. Elvis), B.A. (Friends Univ.) 
1933, M.A. (Kansas) 1935. Sup. in Institute of Logopedics, 1751 Fair- 
mount, Wichita, Kansas. 1854 Harvard, Wichita, Kansas. 

Brett, Ricuarp J., B.E. (No. Ill. St. T. Coll.) 1943, Grad. Study (U. 
of Ill.) 1946. Sp. and Hearing €lin., Waukegan Township H. S., 
Waukegan, Ill. 1624 Hyde Park Ave. Waukegan, III. 

Brincerorp, Eruer D., A.B. (Humboldt Coll.) 1937. Sp. Cor., Hearing 
and Sp. Conservation Program, Crippled Children Division, South 
Dakota St. Bd. of Health. 603 Quincy St., Rapid City, S. Dakota. 
Brittin, Marre ELeanor, B.S. (Northwestern Univ.) 1941, M.A. (Univ. 
of Iowa) 1942. Dept. of Public Speaking, Univ. of Calif., Berkeley 
4, Calif. 

Britton, Dorotuy, B.S. (Washington Univ.) 1943. T. of Sp. Cor., 
Central Inst. for the Deaf, 818 S. Kingshighway, St. Louis 10, Mo. 
Bronce, C. Cornerra, B.A. (Hood Coll.) 1924, M.A. (T. C., Columbia) 
1931. Sch. of Sp., Northwestern Univ., Evanston, III. 

Brown, FREDERICK WARNER, Ph.D. (Heidelberg) 1914, M.A. ae ae 
1917. Dir. of Sp. Clin., Sewanhaka Sch. Dis., Nassau Co. Ns. Xs 
Jefferson Ave., Franklin Square, N. Y. 

Brown, SPENCER F., B.A. (Shurtleff) 1933, M.A. Aim 1935, Ph.D. 
(ibid) ‘1937, M.D. (Minn.) 1946. Medical Corps, A.U.S., Walter Reed 
General Hosp., Washington 12, D. C. 1358 Levis St. N.E., Washington 
a & a OM 

Bryant, Peart, B.A. (Missouri Wesleyan) 1921, M.A. (Northwestern 
Univ.) 1924, Ph.D. (Northwestern Univ.) 1941. Head of Sp. Cor., 
Madison Public Schools. 802 N. Walnut, Cameron, Mo. 

BryNGELSON, Bryne, B.A. (Carleton) 1916, M.A. (Iowa) 1926, Ph.D. 
(ibid) 1931. Dir. of Sp. Clin. and Assoc. Prof. of Speech, Sp. Clin., 
Univ. of Minn., Minneapolis, Minn. 4932 Oliver Ave. So., Minneapolis, 
Minn. 

Butien, ADALINE SHAw, B.A. (Univ. of Denver) 1918, M.A. (ibid) 
1921. Certificate Diploma, Institut de Phonetique (Univ. Paris) 1939. 
Speech Therapist, Univ. of Colo., Sch. of Med. and Hosp., Colo. Gen. 
Hosp. 315 Franklin St., Denver 3, Colo. 

Buroick, Eva C. (Mrs.), B.S. (Western Mich. Coll.) 1943. T. of Sp. 
Cor., Sault Ste. Marie Pub. Sch. 341 Dawson St., Sault Ste. Marie, 
Mich. 

Burton, MartHa V. (Mrs. Lowell D. Cable) 

Busse, Arvin Crayton, B.A. (Macalester) 1920, M.A. (N. Y. Univ.) 
1924. ‘Assoc. Prof. of Speech, N. Y. Univ., University Hts., New York 
City. 2280 Loring Place, New York 58, N. ¥. 

Buzasu, Lora McMuLten (Mrs.), B.S. (Slippery Rock St. T. Coll.) 
1944. 276 Normal Ave., Slippery Rock, Pa 


Caste, W. ArtHur, Ph.B. (U. of Chicago) 1920, B.A. (Manchester) 
1920, M.A. (Iowa) 1925. Dir. of Sp. Clin., Prof. and Head of Speech, 
Univ. of Arizona. 524 E. Fourth St., Tucson, Ariz. 

Caste, MartHa Burton (Mrs. Lowell D.), B.A. (Ariz.) 1943, M.A. 
(ibid) 1943. Speech Therapist, Ariz. Society for Crippled Children, 
Tucson, Ariz. 3431 N. 2nd Ave. Tucson, Ariz. 

CALLAHAN, LuciLLe Peters (Mrs. John), B.S. (Ind. Univ.) 1944. The 
Spec. Ed. Clin., Ind. St. T. Coll. Terre Haute, Ind. 
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Carpozo, Mary B. (Mrs. Robert L.), B.A. (Brooklyn) 1940, M.A. 
(Columbia) 1941. Montreal Children’s Hosp., 1620 St. Antoine St., 
Montreal, Quebec, Canada. 

CaRHART, RaAyMoNp THEopoRE, B.A. (Dakota Wesleyan) 1932, M.A. 
(Northwestern) 1934, Ph.D. (ibid) 1936. Assoc. Prof. of Audiology, 
School of Speech, Northwestern Univ., Evanston, III. 

Carr, ANNA M., B.A. (Cornell) 1904, M.A. (Iowa) 1926. Dir. Sp. 
Clin., T. of Sp., State Teachers’ Coll., Milwaukee, Wis. 

Carr, HELEN ZWwERNER (Mrs.), B.S. (Ind. St. T. Coll.) 1942, M.S. 
(Ind. St. T. Coll.) 1945. Clin. Sup. of Hearing Therapy, Sp. Ed. Clinics, 
Ind. St. Tchrs. Coll., Terre Haute, Indiana. 3305 N. 11th St., Terre 
Haute, Ind. 

CarreL, JAMES A., B.A. (Neb. Wesleyan) 1927, M.A. (Northwestern) 
1929, Ph.D. (ibid) 1936. Dir. of Sp. Clin., Univ. of Wash., Seattle, 
Wash. 

CHAMBERS, Bernice, B.A. (Univ. of Maryland) 1942, M.A. (Geo. 
Peabody Coll.) 1946. Washington Academy of Speech, 5225 New Hamp- 
shire Ave. N.W., Washington 11, D. C. 

CuHapin, Atice C., B.A. (Penn.) 1916, M.A. (S. Calif.) 1921. Sup., 
Speech Corr., Los Angeles City Schls., Instr., Univ. of Calif., Los 
Angeles, Extension Div. 619 N. Kenmore Ave., Los Angeles 4, Calif. 
Cuapin, Amy Bisnop, A.B. (Allegheny) 1936, M.A. (Columbia) 1937. 
Dir. of Clin., Western Resv. Univ., 11433 Mayfield Rd., Cleveland 6, Ohio. 
CHAPMAN, Myranwy E. (Mrs. Kirt M.), B.S. (Minn.) 1937. Pub. 
Sch. T. of Sp. Cor. 5344 Ewing Ave. So., Minneapolis 10, Minn. 
CHENOWETH, GRACE ANNE, B.A. (Milwaukee Downer Coll.) 1942, 
M.A. (Iowa) 1945. Crippled Children’s School, Jamestown, North 
Dakota. 

Cuerry, JAy, A.B. (Ohio Wesleyan) 1944, M.A. (Western Resv. Univ.) 
1945. Inst. Sp., Bowling Green State Univ., Bowling Green, Ohio. 
Curetst, Frep M., B.A. (DePauw) 1934, M.A. (Northwestern) 1937. 
Speech Clin., Northwestern Univ., Evanston, II. 

CHRISTMAN, JOSEPHINE, B.A. (Univ. of Wichita) 1938. c/o Mrs. Ben 
Harned, 903 Osage, Bartlesville, Okla. 

Crancy, Joun N., Ph.B. (Univ. of Notre Dame) 1921, M.A. (Mich.) 
1937. Dir., Shady Trails Nat. Sp. Imp. Camp; —_ ng Officer and 
Clin., Univ. of Mich. Speech Clin., Ann Arbor, Mich. 

Ciark, RutH Mititpurn (Mrs.), B.A. (Utah) i921, M.A. (ibid) 1935, 
Ph.D. (U.S.C.) 1943. Asst. Prof. Sp. and Psychology, Co-director of 
Speech Clin., Univ. of Denver, 2211 S. Josephine, Denver 10, Colorado. 
CLemons, ALAN B., LL.B. (Univ. of Saskatchewan) 1929, M.A. (Iowa) 
1939. Lecturer in Speech Path., Univ. of Witwatersrand, Johannesburg, 
Union of South Africa. 

CoaAKLey, Este.tte Lacy (Mrs.), B.S. (Wisconsin) 1929. Teach. Clarke 
Sch. for Deaf, Northampton, Mass. 

CocHRANE, BARBARA FLEISCHMAN (Mrs. J. A.), B.A. (Wash. St.) 1944, 
M.A. (Univ. of Wis.) 1945. Dir. of Sp. Clin. and Inst. of Sp., Wash. 
St. Coll., Pullman, Wash. 

CocuraNn, Marjorie W. (Mrs. Charles M.), B.S. (Ind. St. T. Coll.) 
1944, M.A. (Northwestern). Speech Clinic, Elmhurst College, Elmhurst, 
Illinois. 

F) Cor, Hersert E., M.D., 1008 Summit Ave., Seattle 4, Wash. 
Convo, ANN Ruopes (Mrs. H. H.), A.B. (MacMurray) 1945. Clinician, 
Speech Clin., Purdue University, W. Lafayette, Ind. 

Corton, Jack C., A.B. (Maryville Coll.) 1929, M.Sc. (Ohio St. Univ.) 
1930, Ph.D. (ibid) 1936. R.F.D. No. 9, Norwichtown, Conn. 

F) Cox, Marton Monroe (Mrs. William W.), B.A. (Okla.) 1919, 
M.A. (ibid) 1924, Ph.D. (ibid) 1929. Dir. of Reading Div., Psycho- 
Educational Clin., Univ. of So. Calif., Los Angeles, Calif. 3569 Orange 
Ave., Long Beach 7, Calif. 

CRABTREE, Marcaret Cooper (Mrs. L. G.), B.A. (Texas Teach.) 1931, 
M.S. (Mich.) 1938. Speech Dept., Univ. of Texas, Austin, Texas. 
Cromer, Raymonp L., A.B. (Wayne Univ.) 1930, M. Ed. (ibid) 1945. 
Consultant in Hearing ‘and Speech, Bureau of Maternal and Child Health, 
Mich. Dept. of Health, Lansing 4, Mich. 424 Spring St., Grand Ledge, 
Mich. 
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Curtis, Rutu G., M.S. (Northwestern) 1935. Box 36, State Teachers 
College, Lock Haven, Pa. 

CyYpPREANSEN, Lucitte E., B.F.A. (Univ. of Nebr.) 1932, M.A. (ibid) 
1942. Sup., Speech and Hearing Lab., Univ. of Nebr., Temple 205, 
Lincoln, Nebr. 


Deses, Puyiiis Reinert, B.A. (Capital Univ.) 1938. 1841 East State 
St., Rockford, Illinois. 

Denton, ExisasetH C. (Mrs.), B.A. (Univ. of Ill.) 1946. 628 E. 
Sangamon Ave., Rantoul, Ill 

DevELING, SHEILA GRAcE, A.T.C.L. Associate (Trinity Coll.) London, 
1938, L.T.C.L. Licentiate (ibid) 1939, Diploma in Logopedics (Rand) 
1943. Sp. Clin., Univ. of Witwatersrand, Johannesburg, Union of South 
Africa. 27 Forbes St., Fellside, Johannesburg, South Africa. 

Dicarto, Louis M., BA. (Union Coll.) 1932, M.S. eee. St. Coll.) 
1937. New Rochelle Pub. Schls., New Rochelle, N 

F) Dicx, Artuur, D.D.S. (Georgetown) 1931, M.D. ‘(ibaa) 1936. 1614 
Rhode Island Avenue N.W., Washington 6, D. C. 

Diewt, CHarves F., A.B. (Muhlenberg Coll.) 1937, M.A. (Penn. St. 
Coll.) 1938. Speech Clin., Penn. St. Coll., State College, Pa. 230 North 
St., Lehighton, Pa. 

DoERFLER, Leo G., A.B. (N. Y. Univ.) 1939, M.S. (Wash. Univ.) 1941. 
School of Speech, Northwestern Univ., Evanston, Illinois. 
DonouvueE, IRENE R., B.A. (Iowa) 1940, M.A. (ibid) 1941. Sup. of Sp. 
Cor., Rockford Pub. Sch., Rockford, Ill. 2133 Douglas St., Rockford, III. 
DrusHAL, JoHNn Garper, B.A. (Ashland Coll.) 1935, M.A. (Ohio) 
1938. Dept. of Speech, College of Wooster, Wooster, Ohio. 

F) Dus, Senior AtFrepo, Bachelorate (Vienna) 1910, Med. Schl., 
1910-15, Sp. Path., (Bd. of Med. Schl., Montevideo) 1940. Hospital 
Maciel, Ciudadela 1432, Montevideo, Uruguay. 

Durr, Mitprep Gray, A.B. (Minn.) 1921, A.M. (T.C., Columbia) 1943. 
Sp. Cor., Private Practice. 25 Prospect Place, New York, Mm. Y. 
Duncan, MetsaA Hurp (Mrs. Ralph E.), B.A. (Minn.) 1927, M.A. 
(ibid) 1931, Ph.D. (ibid) 1942. Brooklyn College, Brooklyn, N. Y. 
Duncan, Mirprep W. (Mrs. J. P.), B.S. (Univ. of Wichita) 1945. 
Inst. of Logopedics, 1751 Fairmount, Wichita 6, Kansas. 

Dunn, Harriet May, B.S. (Allegheny Coll.) 1920, M.A. (Columbia) 
1935. Speech and Hearing Counselor, Vermont Assoc., for the Crippled 
Inc. 88 Park St., Rutland, Vermont. 


Esten, Roy E. Jr., B.A. (Williams) 1941, M.A. (Wichita Univ.) 1944. 

Supr., Institute of Logopedics; Instr., Dept. of Logopedics, Wichita 

Univ., Wichita, Kansas. 

EcKELMANN, DoratHy ANNE, B.S. (S. E. Mo. St. T. Coll.) 1929, M.A. 

(Missouri) 1938. Asst. Prof. of Sp. and Asst. Dir. of Sp. Re-ed. Clin., 

Ill. St. Normal Univ., Normal, II. 

Ersenson, Jon, B.S. (Columbia), M.A. (ibid) 1930, Ph.D. (ibid) 1935. 

Queens College, Kissena Blvd., Flushing, N. Y. 5 Cornell Place, E. 

Rockaway, N. Y. 

Enguist, Lucitte ENGpAHL, B.A. (Univ. of Wash.) 1937, M.A. (ibid) 

at Sp. Cor. 205 Vernon Parrington Hall, Univ. of Wash., Seattle, 
ash. 

Ervin, JEAN Conyers, B.A. (Converse Coll.) 1930. Speech Dept., Univ. 

of Hawaii, Honolulu, Hawaii. 

EsTABROOK, Evupora Porter, B.A. (Mich. St. Nor. Coll.) 1929. Elem. 

Principal. 511 Ethel Ave. SE, Grand ear Mich. 

Evans, JosEPHINE AtcrinpA, B.S. (Ind. St. T. sen 1938. Terre Haute 

Pub. Schls. 458 S. 16th St., Terre Haute, 

Evans, MarseE Freon, B.A. (Cornell Cony “i915, M.A. (ibid) 1917, 

B.D. (Drew) 1924, Ph.D. (Iowa) 1932. Dir. Speech Clin., Birmingham- 

— College. 1521 8th Ave. West, Ridgewood Park, Birmingham, 
a. 
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FarrBaNks, Grant, B.A. (Univ. of Redlands) 1931, M.A. (Iowa) 1934, 
Ph.D. (ibid) 1936. Assoc. Prof. of Speech, University of Southern 
California, Los Angeles, Calif. ‘ 

Fintan, Leonarp, B.S. (Brooklyn Coll.) 1934, M.A. (N. Y. Univ.) 1940, 
Ph.D. (N. Y. Univ.) 1945. 16 E. 8th St., New York City. 

FisHEL, MAMIE VauGHN, B.S. (Meridian) 1913, Ph.M. (Wis.) 1935. 
Sup. Speech Cor., Janesville Pub. Schls, Janesville, Wis. 704 Milwaukee 
Ave., Janesville, Wis. 

F) Fitz-Grsson, Joun J., F.A.C.D. (Amer. Coll. of Dentists) 1928. 
Consultant and Palate Prosthetist, Joseph Samuels Dental Clinic, Rhode 
Island Hospital. Priv. Practice, 56 Suffolk St., Holyoke, Mass. 
Fossum, Ernest C., B.A. (Augustana Coll.) 1928, M.A. (Univ. of Iowa) 
1933, Ph.D. (ibid) 1941. Iowa St. T. Coll., Cedar Falls, Iowa. 

FRASIER, JEANNETTE, M.A. (Iowa) 1940. Sup. Sp. Rehabilitation and 
Hearing Consultant, Univ. of Ill, Div. of Serv. for Crippled Children, 
Springfield, Ill. 

Frese, Vircinia R., B.A. (Queens Coll.) 1942, M.A. (T. C. Columbia) 
1943. Speech Consultant, The Nat. Inst. for Human Relations, 545 
Fifth Ave., New York, N. Y. 

FroescHELs, Emir, M.D. (Vienna) 1907. Speech Clin., The Mount 
Sinai Hosp. 133 East 58th St., New York City. 


GaEppert, Lypra F., B.S. (Kan. St. T. C.) 1936. 1751 Fairmount, 
Wichita 6, Kansas. 

GARDNER, WARREN Henry, B.A. (Harvard) 1918, Ph.D. (Iowa) 1936. 
Prof. Hearing & Sp. Therapy, Western Resv. Univ., Dir. of Clinical 
Serv., Cleveland Hear. & Sp. Center, 11206 Euclid Ave., Cleveland 6, 
Ohio. 

Garrison, GERALDINE, A.B. (Okla. St. Coll.) 1925, M.A. (Columbia) 
1938. State Sup. of Speech and Hearing Services, Connecticut St. Dept. 
of Educ., Hartford, Conn. 

Gasaway, JANE, B.S. (Ind. St. T. C.) 1944. T. of Sp. Cor. and Lip 
Reading, East Chicago Pub. Sch., East Chicago, Ind. 

Grrrorp, MABEL Farrincton (Mrs.) Chief, Bur. of Cor. of Sp. Defects, 
Calif. St. Dept. of Educ.; Dir. of Sp. Clin. and Instr. in Sp. Cor., Univ. 
of Calif. and San Francisco St. T. Coll. 860 California St., San 
Francisco 8, Calif. ; 

Gitzert, Epna E., B.L. (Northwestern) 1926, M.S. (ibid) 1930. Dir. 
of Speech Clin., State Teachers College, Minot, North Dakota. 

Git, Eva Barpara, B.A. (Univ. of Wichita) 1946. Sp. Cor., Bridge- 
port Workshop, Bridgeport, Conn.; Westchester C. P. Assn., Bedford, 
N. Y. 96 Coleman St., Bridgeport 4, Conn. 

GuaserR, Mapce Litian, (Mrs. Madge Rosendorff). 

GLICKENHAUS, SARAH Bropy (Mrs. Seth M.), B.S. (Minn.) 1940, M.S. 
(ibid) 1945. Clinician, Speech and Hearing Center, Queens College, 
65-27 Kissena Blvd., Flushing, New York. 

GotpMAN, IrvinG S., B.A. (Wayne Univ.) 1940. T. of Sp. Cor., Detroit 
Pub. Sch., 2928 Richton, Detroit 6, Mich. 

Gorpon, Epna Tuomas (Mrs.), B.S. (Northwestern Univ.) 1934, M.A. 
(Northwestern) 1938. Sp. Cor., Chicago Heights Public Schls., 1531 
Otto Blvd., Chicago Heights, IIl. 

GorMLEy, GENEvA J. (Mrs.). Three yr. T. Certificate (W.W.C.E.), 
B.A. (Univ. of Wash.). Working on Master’s at Univ. of Wash. 211614 
lst Ave. West, Seattle 99, Wash. 

GoTTLoBER, ABRAHAM Ber., B.A. (Adelbert Coll., Western Resv. Univ.) 
1933, M.A. (Graduate Coll., W.R.U.) 1935, Ph.D. (Iowa) 1937. Dir. 
Cleveland Sp. Cor. Clin., Visitant to City Hosp. 3608 Euclid Ave., 
Cleveland, Ohio. 

Grant, Marctia, Inst. of Logopedics, Univ. of Wichita, Wichita, Kansas. 
GraTKE, JutiretTE M. (Mrs. S. D.), B.S. (Iowa S. Coll.) 1923, M.A. 
(Iowa) 1944. Sup. Cerebral Palsy work, Dallas Crippled Children’s 
Society. 3703 Worth St., Dallas, Texas. 

GreEN, Evetyn M., B.S. (Cornell) 1931, M.A. (Iowa) 1940. Asst. Sup. 
Sp. and Hearing Services, Univ. of Ill., Div. of Services for Crippled 
Children. 1105 So. Sixth St., Springfield, Ill. 
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GreeN, Harriet C., B.A. (Brooklyn Coll.) 1937, M.A. (ibid) 1939. 
Prof. of Special Educ., Mich. St. Normal Coll., Ypsilanti, Mich. 
Gross, Hitprep Aucusta, B.A. (Mich.) 1931, M.A. (ibid) 1934. Sup. 
of Sp. Cor., Detroit Pub. Sch. 899 Virginia Park, Detroit, Mich. 


Haun, Exsie Stearns (Mrs.), A.B. (Univ. of Calif.) 1932, M.A. 
(Wayne Univ.) 1942. 331 Oak Circle, Wilmette, III. 

Hate, Lester L., B.A. (Wis.) 1934, M.A. (Louisiana) 1935, Ph.D. 
(ibid) 1942. Assoc. Prof. of Sp., Dir. of Sp. and Hearing Clin., Univ. 
of Fla., Gainesville, Fla. 

Hari, Marcaret Exizasetu, B.A. (Wis.) 1927, M.S. (Univ. Chicago) 
1931, Ph.D. (Iowa) 1938. Psych. and Sp. Path., Bur. of Child Study, 
Chicago Bd. of Educ., 228 N. LaSalle St., Chicago, II. 

HamBLin, Marion Grace, B.L.I. (Emerson) 1935; A.M. (ibid) 1944. 
Sup. of Speech, Revere Pub. Sch.; Instr., Emerson College. 10 Clisbee 
Sq., Revere, Mass. 

Hamiton, RutH GreEeNwoop, B.E. (R.I. Coll. Ed.) 1931, M.Ed. (ibid) 
1942. T. of Sp. Cor., Cranston Elem. Sch. 511 Park Ave., Providence, 
ae 

Hammonp, J. Martan, B.A. (Santa Barbara Coll.) 1941. Coordinator 
of Speech, Kern County Schools, Court House, Bakersfield, Calif. 
HANLEY, THEODORE Dean, B.A. (Santa Barbara St. Coll.) 1940, M.A. 
(Iowa) 1942. Speech Clinic, Univ. of Iowa, Iowa City, Iowa. 
Harpy, Witt1aM Georce, Ph.B. (Brown Univ.) 1931, A.M. (N. Y. 
Univ.) 1933, Ph.D. (Cornell Univ.) 1943. Naval Hosp., Sp. & Hear. 
Rehab. Unit, Philadelphia 45, Pa. 

HARRINGTON, ERNEST Rosert, Jr., B.A. (Wash.) 1941, M.A. (ibid) 1942, 
Ph.D. (Iowa) 1944. Dir. of Sp. Clin. and Asst. Prof. of Sp., Univ. of 
Denver, Denver, Colo. 

Harris, WILLIAM Epwarp, B.A. (Univ. of Richmond) 1939, M.A. (St. 
Univ.-of Iowa) 1940. 1620 Liberty Road, Lexington, Ky. 

Harrison, Heten Stewart, B.A. (Brooklyn Coll.) 1945. Grad. Asst., 
Sp. Dept., La. St. Univ., Baton Rouge, La. 

Hawk, Sara STINCHFIELD (Mrs. Charles Lyle), B.A. (Pittsburgh) 
1914, M.A. (Iowa) 1920, Ph.D. (Wis.) 1922. Assoc. Prof. Psychology ; 
Speech Clinic, Scripps College, Claremont, Calif. 1577 N. Gower St., 
Hollywood, Calif. 

Hayes, Harriet Marte, B.S. in Ed. (T. C. Aberdeen, S. D.) 1928, M.A. 
(U. of Iowa) 1937. Dir. of Dept. of Sp. Cor., LaCrosse, Wis. 
Hencecock, Leroy D., B.A. (Washington Univ.) 1936, M.A. (Colo. St. 
Coll. of Ed.) 1939. Asst. Prof. and Sp. Clinician, Univ. of Minn., 
Minneapolis, Minn. 

HeLtTMAN, Harry Josepu, B.S. (Syracuse) 1910, M.A. (American) 
1920. Dir., Sch. of Sp. & Dramatic Art; Dir. of Univ. Sp. Lab.; and 
Prof. of Sp., Syracuse Univ., Syracuse, N. Y. 

HEnrRIKSON, Ernest H., B.A. (Ore.) 1925, M.A. (Iowa) 1929, Ph.D. 
(ibid) 1932. Chairman of Div. of Pub. Speaking and Sp. Cor.; Dir. 
of Sp. Clin. and Assoc. Prof. of Sp., Univ. of Colo., Boulder, Colo. 
Hernpon, Geneva, B.S. (Kansas St. Coll.) 1924, M.A. (Univ. of Colo.) 
1930. 1503 Ave. C., Dodge City, Kansas. 

Heywoop, Fiorence, B.S. (Univ. of Utah) 1944. Hearing Test Sup., 
Purdue Univ., W. Lafayette, Ind. 902 S. 9th St., Lafayette, Ind. 

Hitt, Ann E. (Mrs. R. R.), A.B. (Univ. of Ill.) 1945. 41614 E. Cham- 
paign St., Rantoul, Illinois. 

Hiser, VELMA Bissett (Mrs.), L.B. (Northwestern) 1926, M.A. (Iowa) 
1938. Asst. Prof., Dir. of Sp. Clin., Grinnell Coll. Hotel Monroe, 
Grinnell, Iowa. 

Hotcoms, Martin J., B.A. (Bethany) 1916, M.A. (Northwestern) 1932. 
Dir., Sp. Clin., Augustana Coll. 937 43rd St., Rock Island, III. 
Ho.ianp, Dorotnuy Epna, A.B. (Univ. of Nebr.) 1939, M.A. (ibid) 
1942. Lincoln Day Sch. for the Deaf, Prescott Schl., Lincoln, Nebr. 
1401 S. 21 St., Lincoln 2, Nebr. 
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Hoitman, EstHer Terry, B.S. (Wis.) 1941, M.S. (ibid) 1946. Sp. Clin., 
Purdue Univ., W. Lafayette. 333 S. Grant St., W. Lafayette, Ind. 
Hoimes, F. Lincotn, B.A. (Minn.) 1921, .M.A. (Wis.) 1925, Ph.D. 
(ibid) 1929. Dir. of Sp. Clin., Ill. State Nor. Univ., Normal, II. 
Horow!1z, EstHer, B.A. (Brooklyn Coll.) 1940. Teach. of Sp. Im- 
provement, New York City Schls. 638 Hawthorne St., Brooklyn 3, N. Y. 
House, Enop Scovitte (Mrs.), B.A. (lowa) 1930, M.A. (ibid) 1936. 
Dir. Sp. Cor. Pub. Sch. 6336 7th Ave., Kenosha, Wis. 

Huser, Mary WEHE (Mrs.), B.S. (Wis.) 1939, M.A. (ibid) 1940, 
Ph.D. (ibid) 1945. Private Practice, 125 E. 74th St., New York, N. Y. 
Hutt, Forrest M., B.A. (Univ. of Wichita) 1937. Inst. of Logopedics, 
1751 Fairmount, Wichita, Kansas. 

Hutt, Mary Etten (Mrs. Forest M.), A.B. (Univ. of Wichita) 1942. 
Inst. of Sp. Cor., Univ. of Wichita, Wichita, Kan. 5008 Central, Apt. 
No. 2, Wichita 6, Kansas. 

Hunter, Naomi WIncrIELp, B.A. (Ill.) 1939, M.A. (ibid) 1942. Clin. 
up. and Lab. Tech., Univ. of Ill, 44 Gregory Hall, Urbana, Ill. 
Hutton, ANNELLE G., B.A. (Wayne Univ.) 1934, M.A. (ibid) 1943. 
Sp. Cor., Detroit Pub. Sch. 756 King’s Hwy., Lincoln Park 25, Mich. 


F) Irwin, Orvis C., B.A. (Baldwin-Wallace Coll.) 1914, M.A. (Colum- 
bia Univ.) 1924, Ph.D. (Ohio St. Univ.) 1929. Research Assoc. Prof., 
Iowa Child Welfare Research Station, East Hall, St. Univ. of Iowa. 
529 Brown St., Iowa City, Iowa. 

IRWIN, RutH Beckey (Mrs. H. P.), B.S. (Kan. St. T. Coll.) 1929, 
M.A. (Iowa) 1936, Ph.D. (S. Calif.) 1940. Sup. Sp. & Hear. Therapy, 
St. Dept. of Educ., Div. of Spec. Educ., Columbus 15, Ohio. 200 Thur- 
man Ave., Columbus 6, Ohio. 


Jacosy, Beatrice Francis, B.A. (Hunter Coll.) 1933, M.A. (C os 
1934. Ph.D. (ibid) 1946. Instr. in Speech, Queens Coll., 333 E. 53rd., 
New York, N. Y. 

JAMEYSON, LENORE, B.A . (Univ. of Wichita) 1942. (No address 
known) 

Jerome, Etpon K., B.S. (Northwestern) 1932, M.A. (ibid) 1936. 214 
Thornapple St., St. Clair, Mich. 

Jounson, T. Earte, B.A. (Louisiana) 1926, M.A. (Wis.) 1931. Dir. 
of Sp. Clin., Univ. of Alabama, University, Ala. 

Jounson, WeENpELL A. L., B.A. (Iowa) 1928, M.A. (ibid) 1929, Ph.D. 
(ibid) 1931. Prof. of Psychol. and Sp. Path., Director, Speech Clin., 
East Hall, Univ. of Iowa, Iowa City, Iowa. 

Jones, AMy Desmonp (Mrs.), B.A. (Univ. of Wichita) 1937. Instr. 
in Sp. Cor., Topeka Pub. Sch., Topeka, Kan. 822 Topeka Blvd., Topeka, 
Kan. 


Jones, E. LeRor, A.B. (Brigham Young Univ.), ag A. (ibid). Dept. of 


Sp., Univ. of Iowa. 507 Iowa Ave., Iowa City, 

Jones, MAMIE JOSEPHINE, B.A. F-alboowabay "1936, M.A. (North- 
western) 1937. Sch. of Sp., Northwestern Univ., Evanston, II1. 

Jones, Martua Exizasetu, B.Ed. (T. Coll. of Conn.) 1937, M.A. 
(St. U. of Iowa) 1943. Pub. Sch. T. of Sp. Cor. and Lip Reading. 
282 C Sigourney St., Hartford, Conn. 

Jupy, LA Wanna Cocuran (Mrs. R. J.), B.A. (Reed Coll.) 1940, M.A. 
(Okla. Univ.) 1943. T. of Sp. Cor., Portland Pub. Sch. 2537 S.E. 13th, 
Portland 2, Ore. 


KALTENBORN, ARTHUR Lewis, Jr., B.A. (Coll. of Wooster) 1937. Instr. 
in Sp., Coll. of Wooster, Wooster, Ohio. 

Kanter, CLatpoe E., B.A. (Albion) 1928, M.A. (Wis.) 1930, Ph.D. 
(ibid) 1933. Crippled Children’s Div., Univ. of Oregon Medical Schl., 
Portland 1, Oregon. 
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burgh) 1930, Ph.D. (Iowa) 1931. Dept. of Psychol., Ohio St. Univ., 
Columbus, Ohio. 

Ketty, James C., A.B. (Ind. St. T. C.) 1931, M.A. (Northwestern) 
1935. Speech Clin., Purdue Univ., W. Lafayette, Ind. 

KeEnnepy, Lou, B.A. (Iowa) 1911, M.A. (Stanford) 1922, Ph.D. ( Wis.) 
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(ibid) 1933. Speech Clin., Univ. of Mich., Ann Arbor, Mich. 
KuLEWATz, WILHELMINA, A.B. (Mich. St. Normal) 1931, M.A. (Wayne 
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Ph.D. (Wis.) 1942. Handicapped Childrens Div., St. Dept. of Educ., 
Salem, Oregon. 

Lewis, FLoreNce Stites (Mrs.), B.L.I. (Emerson) 1937, Regent’s Di- 
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Licutroot, Cuartes M., Jr, A.B. (Univ. of Denver) 1937, M.A. 
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Lucas, Witi1aMm D., B.A. (Univ. of Wash.) 1934, M.A. (ibid) 1936. 
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Ed.M. (Boston Univ.) 1943. 478 Pearl St., Rochester 7, N. Y. 
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(ibid) 1930. Asst. Prof., Temple Univ.; Dir. of Sp. Clin., St. Christo- 
pher’s Hosp. for Children; Chief Psych., Philadelphia Psychiatric Hosp. 
Private Practice, 2048 Pine St., Philadelphia 3, 
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Newsy, Hayes A., B.A. (Ohio Wesleyan) 1935, M.A. (Iowa) 1939. 
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Orrett, Morton Frankiin, B.A. (DePauw Univ.) 1938, M.A. (Ind. 
St. T. Coll.) 1941. Asst. Prof. of Speech and T. of Sp. Cor., Stowe 
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OtsEN, FioreNcE M., M.S. (Wayne Univ.) 1942. Head. of Lipreading 
Dept., Central Institute for the Deaf, 818 S. Kingshighway, St. Louis, 
Mo. 

Oszorn, Courtney D., B.A. (Univ. of Wichita) 1936, M.A. (ibid) 
1939. Consultant in Sp. and Hearing, Bur. of Maternal and Child 
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Purdue Univ., W. Lafayette, Ind. 
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Penn, Ruona Anete, B.A. (Rand) 1942, Diploma in Logopedics (ibid) 
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of Speech, Univ. of Virginia, 59 E. Range, Charlottesville, Va. 
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rg eo and Asst. Prof. of Sp., George Washington Univ., Washington 


aang ‘GRETCHEN MUELLER (Mrs.), B.S. (Wis.) 1944. Sp. Therapist, 
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Pierce, MartHa H., B.S. (Northwestern) 1945. Sup. Sp. Cor., Belling- 
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PLUMMER, Ropsert N., B.S. (Okla. A. & M.) 1935, M.A. (Geo. Peabody) 
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and Training Center, ——— Hospital, New York City. 1053 Manor 
Ave., Bronx 59, 

F) PRESSMAN, pl The. M.D. (Harvard) 1925, M.Sc. (Univ. Pa.) 
1931. Chief of Bronchoscopic Ser., Cedars of Lebanon Hosp. 9730 
Wilshire Blvd., Beverly Hills, Calif. 

Proctor, Rutu C., B.A. (Tulane) 1937, M.A. (ibid). Specialist, Cor. 
Sp. and Work for the Deaf, New Orleans Pub. Sch. 8229 Cohn St., 
New Orleans 18, La. 

Pronovost, Wivsert, B.A. (Maine) 1935, M.A. (Iowa) 1937, Ph.D. 
(ibid) 1939, Instr. of Sp., Queens Coll., Flushing, N. Y. 189-10 37th 
Ave., Flushing, N. Y. 


Raabe, Marcaret C., B.S. (Pa. St. Coll.) 1940, M.S. (ibid) 1942. 
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Hearing Clinic, Pa. St. Coll., 245 So. Allen St., State College, Pa. 
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1914, M.A. (Columbia) 1928, Ph.D. (N.Y.U.) 1934. 110 Livingston 
St., Brooklyn, N. Y. 85 Mercer Ave., Hartsdale, N. Y. 

RayMmonp, Mary L. Zerver (Mrs. Carrington), B.S. (T. Coll., oe 
1931, M.A. (ibid) 1936. 533 W. 112 St., New York 25, N. 

Reep, Max Ropney, B.S. (Texas A. & I.) 1936, M.A. (L.§ SU) 1944. 
Dept. of Psych., Univ. of Calif., Berkeley, Calif. 

ReGan, Mary Crare, A.B. (Emerson Coll.) 1943. T. of Sp. Cor., Duval 
Co. Pub. Sch., Jacksonville, Fla. (1 yr. leave of absence for work on 
M.A. degree at Ind. Univ.) 421 S. Woodlawn Ave., Bloomington, Ind. 
Rem, Griapys, B.A. (Brooklyn Coll.) 1941,.M.A. (Wis.) 1942, Ph.D. 
(ibid) 1945. Asst. Prof. and Dir. of Speech Clin., N. Y. St. Coll. for 
Teachers, Buffalo, N. Y. 

Rerp, Loren Duprey, B.A. (Grinnell) 1927, M.A. (Iowa) 1930, Ph.D. 
(ibid) 1932. Prof. of Sp. and Dir. of Sp. Clin., Univ. of Missouri, 
Columbia, Mo. 

Rem, Marasetu, A.B. (Univ. of Wichita) 1940. Institute of Logopedics, 
Univ. of Wichita, bey Kansas. 

RitzMan, Cart H., B.Ed. (Superior St. T. Coll.) 1934, M.A. (Iowa) 
1935, Ph.D. (ibid) 1941 Dir. of Sp. Clin., Asst. Prof. of Sp. Path., 
Univ. of Okla., Norman, Okla. 

Rossins, Rosa SeyMour (Mrs. Samuel D.), A.B. (Radcliffe) 1916, 
Ed.M. (Harvard) 1943. T. in Inst. for Sp. Cor., Inc., Boston, Mass. 
sp Therapist, Quincy Child Guidance Center. 711 Pleasant St., Belmont, 
Mass. 

Rosstns, SAMUEL Dowse, B.A. (Harvard) 1911, M.A. (ibid) 1919. 
Sup. in Educ., Mass. Div. of Mental Hygiene; Prof. of Psychol., 
Emerson Coll.; Managing Trustee, Inst. for Sp. Cor., Inc., 419 
Boylston St., Boston, Mass. 

Rosinson, JouHn E., B.S. (Okla. A. & M.) 1940, M.A. (Wayne Univ.) 
1943. Speech Clin., Tangipahoe and Ascension Parishes. 5959 Chandler 
Dr., Baton Rouge 14, La. 

Ror, Vivian I., B.A. (Iowa) 1936, M.A. (Ind.) 1940. Sup. - Sp. Cor. 
= Hearing Therapy, Ft. Wayne, Ind. 1204 Delta Blvd., Ft. Wayne, 
nd. 

RosENpoRFF, MapGe Graser (Mrs.), Diploma in Logopedics (Rand) 
1943. 101 Kerry Road, Parkview, Johannesburg, South Africa. 
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Ross, Dororpy Etten (Mrs. L. W. Jr.), B.A. (Ind. St. T. Coll.) 1942, 
M.A. (Syracuse Univ.) 1945. Lab. Instr. Speech Lab., Syracuse Univ., 
Syracuse 10, N. Y. 

Rorrer, JULIAN B., B.A. (Brooklyn Coll.) 1937, M.A. (Iowa) 1938, 
Ph.D. (ind. Univ.) 1941. Assoc. Prof. of Psych., The Ohio St. Univ., 
Columbus, Ohio. 

Rowe, Marcaret Lourse, B.A. (Evansville Coll.) 1932, M.A. (North- 
western) 1939. Dir. of Sp. Cor., Evansville Pub. Sch. 213 Drier Blvd., 
Evansville, Ind. 

Runion, Howarp L., B.A. (Mich.) 1931, M.A. (ibid) 1933, Ph.D. (ibid) 
1936. Chr. Sp. Dept., Dir. of Sp. Clin., Univ. of Maine. 1 Riverdale, 
Orono, Maine. 

Russet, G. Oscar, B.A. (B.Y.U.) 1915, M.A. (Columbia) 1918, Ph.D. 
(ibid) 1927..210 Bishop St., Oxford, Ohio. 

RutTHERFoRD, Berneice R. (Mrs. S. J.), B.S. (Minn.) 1934, M.S. (ibid) 
1937. Pub. Sch. T. of Sp. Cor. 5223 Vincent Ave., S., Minneapolis, Minn. 


SANDERSON, Vircinia S., A.B. (Calif.) 1918, Certif. in Sp. and Drama 
(Oxford Univ., England) 1925, M.A. (Columbia) 1931, Ph.D. (Calif.) 
1928. (Member of American Psychol. Assoc.) Prof. of Speech Ed., af- 
filiated with Psychological Clinic, Ohio State University, Columbus 10, 
Ohio. 

ScHMELING, LypA Maxwett (Mrs. George), A.B. (Univ. of Wichita) 
1944. Inst. of Logopedics, Univ. of Wichita, Wichita, Kansas. 3306 
E. 13th St., Wichita 6, Kansas. 

ScHMER, Maset JEAN, B.S. in Ed. (Univ. of Nebr.). Speech Dept., 
Univ. of Nebraska, Lincoln, Nebr. 1990 Harwood Rd., Lincoln, Nebr. 
Scumitz-Svevo, Frepertca. Graduated Sp. and Voice Therapist 1932- 
38, Univ. Dept. for Sp. and Voice Cor. (Prof. Froeschels) Vienna. Voice 
and Sp. Therapist of the Clin. of the Dept. of ge ely 
City Hosp., Welfare Island, Dept. of Hosps., City of N. Y. E. 
Mn St, N.Y. N.Y. 

SCHUELL, Hipre p, B.S. (Milwaukee-Downer Coll.) 1928, M.A. (Bread 
Loaf Sch. of Eng., Middlebury Coll.) 1941, Ph.D. (Iowa) 1946. Wash- 
ington H. S., South Bend. 415 W. Madison St., South Bend 5, Ind. 
ScnutTter, Betty Rucen (Mrs. John M.), B.A. (Iowa) 1941. Mallard, 
Towa. 

F) Scorten, Aprran H., B.S. (Univ. of Wis.), M.D. (Washington 
Univ. Med. Sch.) Psychiatrist and Dermatologist, private practice, 
32 Deering St., Portland, Me.; Winter months, 8 East Arrellaga St., 
Santa Barbara, Calif. 

Secorp, ArtHur, B.A. (Western Mich. Coll.) 1928, 1% A. (Mich.) 1932, 
Ph.D. (ibid) 1941. Brooklyn College, Brooklyn, N. 

Suarrer, GeorcE L., B.S. (Pa. St.) 1936, M.A. say 1938. Asst. Dir., 
Sp. and Hearing Clin., Ind. Univ. 830 S. Fess Ave., Bloomington, Ind. 
SHALDA, Evetyn D. (Mrs.), M.A. (S. Calif.) 1941. Dir. of Sp. Cor. 
Dept. in Calif. Babies’ and Children’s Hosp. 1401 S. Grand Ave., Los 
Angeles 15, Calif. 

SHEEHAN, JosepH, B.S. (Western Mich.) 1941, M.A. (Mich.) 1946. 
Grad. Asst., Speech Clin., Univ. of Iowa, Iowa City, Iowa. 
SHEEHAN, ViviAN Mowat (Mrs. Joseph), A.B. (Adrian Coll.) 1938, 
M.A. (Mich.) 1942. Speech Therapist, Percy ig _— Annex, Fort 
Custer, Mich. 131 Chestnut St., Battle Creek, 

SHEPHERD, EvizasBeTH L., B.S. (Ball St. ft. Coll): 1943, M.A. (L.S.U.) 
1945. (No address known) 

SuHerE, Marre Orr (Mrs. N. H.), A.B. (The James Millikin Univ.) 
1916, A.M. Ed. (Univ. of Ill.) 1938, A.M. Sp. (ibid) 1941. 1009 W. 
Clark St., Urbana, Ill. 

SHERMAN, Dorotuy, B.A. (Iowa) 1931, M.A. (ibid) 1938. Sp. Cor., 
Des Moines, Iowa Pub. Sch. 1335 27th St., Des Moines 11, Iowa. 
Snover, JAYNE, B.A. (Iowa) 1932, M.A. (ibid) 1936. Dir. of Cerebral 
Palsy Div. and Consultant in Sp. and Hearing and Special Educ., Nat'l. 
Soc. for Crippled Children and Adults, Inc., Suite 1015, 11 S. LaSalle 
St., Chicago, Il. 

SHuLMAN, Epwarp, B.A. (West. Mich. Coll. of Ed.) 1939, M.S. (Minn.) 
1940, Ph.D. (Iowa) 1944. Asst. Prof. of Sp., 320 Derby Hall, Ohio 
State Univ., Columbus, Ohio. 
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Srrritt, CLAuDE, B.A. (Ohio Wesleyan) 1918, M.A. (Mich.) 1925. Dept. 
of Speech, Ohio State Univ., Columbus, Ohio. 

Sierr, ErHe, DucHEN (Mrs. E.), B.A. (Univ. of Witwatersrand) 1941, 
Diploma in Logopedics (ibid) 1942. Sp. Clinic, Univ. of Witwatersrand, 
Johannesburg, South Africa. 

Strver, Nrna, B.S. (Wis.) 1935. Fellow in Pediatrics, Cook County 
Hosp., Chicago; Univ. of Ill, Div. of Ser. for Crippled Children. 
Private Practice, 185 N. Wabash, Suite 1120, Chicago 1, III. 
SILVERMAN, Hitpa W., B.A. (Hunter Coll.) 1938, M.A. (Col. Univ. T. 
Coll.) 1939. Brooklyn Coll., Brooklyn, N. Y. 595 Bedford Ave., Brook- 
iyn 11, N.Y. 

SILVERMAN, S. RicHarp, B.A. (Cornell) 1933, M.S. (Washington Univ.) 
1938, Ph.D. (ibid) 1942. Admin. Exec., Central Institute for the Deaf; 
Assoc. Prof. of Educ., Washington Univ. ; Lecturer in Audiometry, 
Washington Univ. Med. Sch. 818 So. Kingshighway, St. Louis, Mo. 
Srmon, CLARENCE T., B.A. (Wittenberg) 1919, M.A. (Northwestern) 
1922, Ph.D. (Iowa) 1925. Dir. of Sp. Clin. and Prof. of Sp. Re-ed., 
Asst. Dean, Sch. of Sp., Northwestern Univ., Evanston, IIl. 

Stmon, Sonya Eva, B.A. (Hunter Coll.) 1944. Sp. Cor., Rochester, 
N. Y. Pub. Sch. 271 Edgerton St., Rochester 10, N. Y. 131 W. Kings- 
bridge Rd., Bronx 63, N. Y. 

SIMONSON, JOSEPHINE, B.S. (Wis.) 1933, M.A. (ibid) 1939. Dept. of 
Speech, Iowa St. Teachers Coll., Cedar Falls, Iowa. 

Stscuy, CLarre Rostn (Mrs. Bennie), Diploma in Logopedics (Univ. 
of Witwatersrand) 1940. Sp. Clinic, Univ. of Witwatersrand, Johannes- 
burg, Union of South Africa. 

Situ, LoreTttA WaGNER, Ph.D. (Iowa) 1937. Dir. of 2 Clin. and 
Asst. Prof. of Speech, Brooklyn College, Brooklyn 10, N. 

SmitH, Marjorie L. Watter (Mrs. J. A.), A.B. (IIl.), iu, M.A. 
(ibid) 1944. Sp. Cor., Anna, Ill. 215 W. Spring St., Anna, IIl. 
Smiru, Mary Noste, B.S. (T. C., Columbia) 1920, M.A. (ibid) 1930. 
Speech and Dramatics, State Teachers College, Cortland, N. Y. 
Snmecor, Joun C., B.A. (Iowa) 1931, M.A. (ibid) 1937, Ph.D. (ibid) 
1940. Chm., Dept. of Speech, Univ. of Calif., Santa Barbara Coll., 
Santa Barbara, Calif. 

Soxot, RutH Ann, A.B. (Ill.) 1944. Sp. Cor., La Grange Pub. Sch., 
La Grange, IIl. 

SoKoLNnIck!, ALFRED JoHN, Ph.B. Speech (Marquette Univ.) 1942. Sup. 
Sp. Correction Clinic, Marquette Univ., 625 N. 15th St., Milwaukee 3, 
Wis. 

Sotomon, Meyer, M.D. (Cornell) 1909. Assoc. in Nervous and Mental 
Diseases, Northwestern Univ. Med. Sch.; Neuro-psychiatrist to Mt. 
Sinai, Edgewater, Englewood and Woodland Hosp. 185 N. Wabash 
Ave., Chicago, III. 

SPERLING, SHIRLEY LaAsKER, B.A. (Minn.) 1944. Clin. Asst., Univ. 
Speech Clin., 1007 E. Huron, Ann Arbor, Mich. 1774 Quincy Court, 
Willow Run, Mich. 

SPRIESTERSBACH, Bette Bartett (Mrs. D. C.), B.A. (Iowa) 1945, M.A. 
(ibid) 1945. Box 869-B, Route 1, Menlo Park, Calif. 

STANNARD, INA PEREGO (Mrs.) Ph.B. (Univ. of Chicago) 1913, Phi 


‘Beta Kappa Teachers Certificate (Chicago Teachers Coll.) 1914, Ph.M. 


(Wis.) 1926. 508 W. 111th St., Chicago, IIl. 

Steer, Mack Davts, B.S. (L. I. Univ.) 1930, M.A. (Iowa) 1933, Ph.D. 
(ibid) 1938. Dir. of Sp. Clin. and Assoc. Prof. of Sp., Sp. Clin., Purdue 
Univ., W. Lafayette, Ind. 

STEER, RutH (Mrs. M. D.), B.S. (Wis.) 1939, M.S. (Purdue) 1942. 
Purdue Sp. Clin., W. Lafayette, Ind. 

STEIN HORN, ANNABEL, B.A. (Northwestern) 1940, M.A. (ibid) 1942. 
Speech Clinic, Roosevelt College of Chicago, 231 S. Wells St., Chicago 
4, Ill. 5706 Harper Ave., Chicago 37, Ill. 

Stern, Ertca Jacop ALEXANDRA, B.A. (Rand), Diploma in Logopedics 
(ibid). 7, “Monawee,” Main Rd., Wynberg, C.P., South Africa. 
Stevens, Eucene L., B.S. (Milwaukee St. T. Coll.), M.A. (Wis.). 
Milwaukee State Teachers College, Milwaukee, Wisconsin. 

F) Stevenson, Georce S., M.D. (Johns Hopkins Med. Sch.) 1919. 
1790 Broadway, New York 19, N. Y. Everett Rd., Red Bank, N. J. 
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STRENG, ALice, B.S. (Milwaukee St. T. Coll.) 1933, M.A. (Columbia) 
1937. Milwaukee State Teachers College. 1413 E. Courtland Place, 
Milwaukee 11, Wis. 

STROTHER, CHARLES R., B.A. (Wash.) 1929, M.A. (ibid) 1932, Ph.D. 
(Iowa) 1935. Assoc. Prof. of Sp. and Psych., Psych. and Sp. Clin., 
Univ. of Iowa, Iowa City, Iowa. 

Stour, THELMA, Associate (Trinity College) London 1936, Licentiate 
(ibid) 1937, Diploma i in Logopedics (Univ. of Witwatersrand) 1940. Sp. 
Clinic, Univ. of Witwatersrand, Johannesburg, Union of South Africa. 
SWEENEY, Marion KENNEDY (Mrs. John J.), B.A. (Coll. of Our Lady 
of the Elms) 1937, M.A. (Emerson Coll.) 1942. Sup. of Sp. Cor., 
Agawam Pub. Sch, Agawam, Mass. 23 Magnolia, Terrace, Spring- 
field, Mass. 

SwENGEL, BEuLAH W., B.S. (Ill.) 1937, M.A. (ibid) 1944. Sup. of 
Children’s Sp. Disorders, 46 Gregory Hall, Univ. of Ill., Urbana, IIl. 


TayLor, JANE Buss, B.S. (Columbia) 1920, M.A. (ibid) 1937. Chr. 
Sp. Cor. Clin. in Bronx Bldgs., Hunter Coll. 251 W. 97th St., New York 
City. 

TEMPLE, WiLL1AM Jameson, A.B. (Wash. and Jefferson) 1928, A.M. 
ae 1932, Ph.D. (lowa) 1938. Assoc. Prof. of Sp., Brooklyn 
Coll., Brooklyn 10, N. 

TEMPLIN, MILpRED, B.A. (Wis.) 1936, M.A. (ibid) 1937. Instr., Inst. 
of Child Welfare, Univ. of Minn., Minneapolis 14, Minn. 


Tuayer, Apert R., B.A. (Bowdoin) 1922, M.A. (Emerson) 1943. 


Asst. Prof. of Eng., Bowdoin Coll., 9 Lincoln St., Brunswick, Maine. 


Tuomas, CHARLES KennetH, B.A. (Cornell) 1922, M.A. (ibid) 1924, 


Ph.D. (ibid) 1930. Dir. of Sp. Clin. and Assoc. Prof. of Sp., Cornell 
Univ., Goldwin Smith Hall, Ithaca, N. Y. 

Tuorn, KATHERINE F., B.A. (Elmira Coll.) 1930, M.S. (Univ. of Minn.) 
1943. Sr. Sp. Clinician, Univ. of Minn., Minneapolis, Minn. 

Topp, PAULINE ZENoR (Mrs. Daune M.), A.B. (Univ. of Wichita) 1944. 
Sp. Cor. in Pub. Sch., 126 W. 5th St., Hutchinson, Kansas. 

Tocuurst, Gitpert C., A.B. (Brigham Young Univ.) 1937, M.A. (ibid) 
1946. Psychological and ak Clinic, St. Univ. of Iowa, Iowa City, 
Iowa. 

Trait, Wayne D., B.A. (Wichita Univ.) 1944. Wadsworth’s Vet. 
Hosp., Wadsworth, Kansas. 

Travis, Lee Epwarp, B.A. (lowa) 1922, M.A. (ibid) 1923, Ph.D. (ibid) 
1924. Head of Sp. Dept., Univ. of S. Calif., Los Angeles, Calif. 

F) Truex, Epwarp H., Jr., B.A. (Dartmouth Coll.) 1932, M.D. 
(Harvard Sch. of Md.) 1936. 45 Farmingdale Road, Wethersfield, 
Conn. 

TuTHiLt, Curtis E., B.A. (Macalester) 1935, M.A. (Iowa) 1936, Ph.D. 
(ibid) 1939. Asst. Prof. Psychology, George Washington Univ., Wash- 
ington, D. C. 

Tutuitt, DororHy Davis (Mrs.), B.A. (Mich.) 1933, M.A. (Iowa) 
1936, Ph.D. (ibid) 1939. 2310 N. 9th St., Arlington, Va. 

TwITCHELL, Doris YoaKAm, B.A. (So. Calif.) 1931, M.A. (ibid) 1932, 
Ph.D. (ibid) 1935. Private Practice. c/o Capt. G. A. Twitchell, Station 
Hosp., AAF School of Aviation Medicine, Randolph Field, Texas. 


Uxricu, Mrrtam Nortu (Mrs. Homer), B.S. (Northwestern Univ.). 
Dir. of Sp. Cor. Austin Pub. Sch. 1901 Vista Lane, Austin 21, Texas. 
Uncer, DoroTHEA Sousa, B.A. Sa ae Coll.) 1943. Inst. in Corrective 
Sp. 26 Grove St., New York 14, 
Uttey, JEAN L., B.S. (W ash. Univ.) "1935, M.A. (Wayne) 1938. 55 E. 
W ashington St., Chicago 2, III. 


Vance, Carotyn, B.L.I. (Emerson Coll.) 1920. 595 University Drive, 


Athens, Ga. 
Van Deventer, Avice, B.S. (Univ. of Ill.) 1939. 200 N. 6th St., Attica, 


Ind. 
Van Horn, Mary HE en, B.A. (Iowa) 1933, M.A. (ibid) 1940. (No 


address known) 
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Van Riper, Cuarves, B.A. (Mich.) 1926. M.A. (ibid) 1929, Ph.D. 
(Iowa) 1934. Dir. of Sp. Clin., Western Mich. Coll. of Educ. R.R. 7, 
Kalamazoo 87, Mich. 

VauRIo, KaTHryN Poor (Mrs. A. E.), A.B. (Ohio Northern Univ.) 
1935, M.S. (Purdue Univ.) 1942. Private Practice. 120 John St., 
Neenah, Wisconsin. 

VawTeR, JEANNE, B.A. (Univ. of Ill.) 1944. Speech = Kankakee 
County Pub. Sch., 156 North Greenwood Ave., Kankakee, III. 
VILLARREAL, Jesse James, B.A. (Texas) 1935, M.A. tid) 1937. No. 9, 
1611 Central, Evanston, Illinois. 

VoceLt, Heren Cecerra, B.L.I. (Emerson) 1943. Speech Therapist of 
Brockton, Mass. Pub. Sch. 151 Highland St., Brockton, Mass. 3 Char- 
lotte Ave., Bradford, Pa. 


WAGNER, CHARLOTTE Fitton, B.A. (Univ. of Wash.) 1937, M.A. (ibid) 
1941. Clinician, 205 Vernon Parrington Hall, Univ. of Wash., Seattle, 
Wash. 

WatpoLe, EvizaBetH Taccart, B.A. (Univ. of Cincinnati) 1943, M.A. 
(Western Reserve) 1945. Dir. of Children’s Hosp. Speech Clinic. Private 
practice. 2301 Auburn Ave., Cincinnati 19, Ohio. 

Warp, Lavitta A., State Sup. of Sp. Cor., Bur. of Handicapped Children, 
St. Dept. of Pub. Instr., Room 146 North, Capitol, Madison 2, Wisconsin. 
Warner, HELEN A., B.A. (Muskingum Coll.) 1935, M.A. (North- 
carage Univ.) 1938. Sp. Cor., Lincoln School, District 108, Highland 
Park, 

al , ee GertruDE, B.F.A. (Neb.) 1931, M.A. (Wis.) 1938, 
Ph.D. ’(ibid) 1941. Dir. Speech and Hearing Clinic, Univ. of Missouri, 
Columbia, Mo. 

WE ts, Eart WittiaM, B.A. (Iowa) 1921, M.A. (Wis.) 1927, J.D. 
(Iowa) 1928. Dir. of Sp. Clin. and Prof. of Sp., Oregon St. Coll. 
Country Club Heights, Corvallis, Ore. 

We scu, J. Dare, B.A. (Iowa St. T. Coll.) 1922, M.A. (Iowa) 1929, 
Ed.D. (Denver) 1944. Head, Speech Dept., Mississippi St. Coll. for 
Women, Columbus, Miss. 

WE su, ALICE MENDENHALL (Mrs. George), B.A. (Ball St. T. Coll.) 
1943, M.A. (L.S.U.) 1945. Sr. Sp. Clin., Univ. of Minn., and Sp. Corr., 
Vet. Hosp., 21 Shevlin Hall, Univ. of Minn., Minneapolis, Minn. 
WEPMAN, JosePH M., B.A. (Western S.T.C.) 1931, Ph.M. (Wis.) 1934. 
Dir. Sp. Clin., Univ. of Chicago and Michael Reese Hosp. Private 
Practice, 55 E. Washington St. 2037 E. 70th St., Chicago, Ill. 

WERNER, LorNA SHOGREN (Mrs. Carl G.), B.S. (Northwestern) 1940, 
M.A. (ibid) 1943. Sup. of Sp. Cor. and Impr., Webster Groves Sch. 
System, Webster Groves, Mo. 10 Rosemont Ave., Webster Groves, Mo. 
West, Rosert WILLIAM, Ph.D. (Wis.) 1925. Dir. of Sp. Clin. and Prof. 
of Sp. Path., Univ. of Wis., Madison, Wis. 

WEstTLAKE, Harotp, B.A. (Mich. St. Nor. Coll.) 1928, M.S. (Mich.) 
1931, Ph.D. (ibid) 1938. Sch. of Sp., Northwestern Univ., Evanston, Ill. 
WuirteEn, Ina E., B.A. (Neb.) 1928, M.A. (ibid) 1934. Sp. Cor. Dept., 
Pub. Sch., Racine, Wis. 

WiLtiAMs, MARGARET CRAIGHEAD (Mrs. Peter), Diploma in Logopedics 
(Univ. of Witwatersrand) 1942. Sp. Clinic, Univ. of Witwatersrand, 
Johannesburg, Union of South Africa. 

Witson, D. Kennetu, B.A. (Western Mich. Coll.) 1939, M.S. (Purdue) 
1947. Speech Instr., Purdue Univ., W. Lafayette, Ind. 

Witson, Loraine A., B.S. (Ind. Univ.) 1939. 1718 Lakefront, East 
Cleveland 12, ae 

F.) Wise, C. M., . (N.E. Mo. St. T. Coll.) 1913, A.M. (Univ. of 
Chicago) ‘1923, BLD  (Wis.) 1932. Dept. of Speech, Louisiana St. 
Univ., Baton Rouge, La. 

WIsE, Harry S., B.A. (L.S.U.) 1936, M.A. (ibid) 1936. 3518 Dante 
St., New Orleans, La. 

Worre, WiitraM G., B.A. (W. Va. Univ.) 1940, M.A. (Iowa) 1942. 
State Univ. of Iowa, Iowa City, Iowa. 

Woop, KennetH Scort, B.S. (Ore. St.) 1935, M.A. (Univ. of Mich.) 
1938, Ph.D. (U.S.C.) 1946. Dr. Sp. Cor. and Hearing Clin. and Asst. 
Prof. in Sp. Path. and Clinical Practice, Univ. of Ore., Eugene, Ore. 














ASCA DIRECTORY 


(C) Woops, Hat (Mrs.), B.S. (Univ. of Tulsa) 1924, M.A. (Univ. of Okla.) 
1940. Sp. Cor. and Hearing Clin. of Okla. County Health Assn. 1000 
N.W. 31st St., Oklahoma City 3, Okla. : 

(C) WortnHincton, Vircinia I., B.S. (Wis.) 1944. Sp. Clin. of Mobile 
Speech Clinic, Univ. of Minnesota, 230 Northrop Auditorium, Minne- 
apolis 14, Minn. 

(C) Wort, CHartotte B. (Mrs.), B.A. (Iowa) 1942, M.A. (id) 1946. 
Sup. of Spec. Educ., State Dept. of Pub. Instr., Iowa City, Iowa. 424 
E. jefferson, Iowa City, Iowa. 

(C) Zenor, Pauttne (Mrs. Daune M. Todd) 

(C) ZrimMeErR, CATHERINE H., B.A. (Mich.) 1932, M.A. (Northwestern) 1939. 
T. of Sp. Cor. and Dir. of Sp. Clinic, Milwaukee State Teachers College, 
Milwaukee 11, Wis. 

(F) ZimMMERMAN, JANE Dorsey (Mrs. Max), B.S. (Columbia) 1922, A.M. 
(ibid) 1923, Ph.D. (ibid) 1943. Asst. Prof. of Sp., T. Coll., Columbia 
Univ. 514 W. 122nd St., New York 27, N.Y. 

ADDRESSES UNKNOWN 

(C) Brerstept, ANNA JANE 

(C) Jameyson, LENoRA 


(C) SwHepHerpD, EvizAsetH Louise 
(C) Vannorn, Mary HELEN 


NECROLOGY 
Wu.taM E. Birto 


GEOGRAPHICAL DIRECTORY 

ALABAMA: Birmingham, Evans, Marsee F.; University, Johnson, T. Earle. 

ARIZONA: Phoenix, Newton, Lydia H.; Plummer, Robert N.; Tucson, Cable, 
W. Arthur; Cable, Martha Burton; Lynn, Klonda. 

CALIFORNIA: Bakersfield, Hammond, J. Marian; Berkeley, Brittin, Marie 
Eleanor; McCoard, William B.; Reed, Max R.; Beverly Hills, Pressman, 
Joel Jay; Claremont, Hawk, Sara Stinchfield; Fresno, McGrew, James F.; 
Los Angeles, Chapin, Alice C.; Cox, Marion Monroe; Fairbanks, Grant; 
Longerich, Mary Coates; Neilson, J. M.; Shalda, Mrs. Evelyn D.; Travis, 
Lee Edward; Menlo Park, Spriestersbach, Betty Bartell; Palo Alto, 
Lucas, William D.; Molyneaux, Dorothy Jane; San Francisco, Gifford, 
Mabel F.; Larr, Alfred L.; Santa Barbara, Snidecor, John C. 

COLORADO: Boulder, Anderson, Dorothy I.; Henrikson, Ernest H.; Denver, 
Bluemel, Charles S.; Bullen, Adaline S.; Clark, Ruth Millburn; Harring- 
ton, Ernest R.; Murray, Elwood. 

CONNECTICUT: Bridgeport, Gill, Eva B.; Hartford, Amidon, Hilda F.; 
Garrison, Geraldine; Jones, Martha Elizabeth; Lewis, Florence Stiles; 
Norwichtown, Cotton, Jack C.; Wethersfield, Truex, Edward H. 

DISTRICT OF COLUMBIA: Allshouse, Verna G.; Brown, Spencer F.; 
Chambers, Berniece; Dick, Arthur; Pettit, Calvin Weir; Tuthill, Curtis E. 

FLORIDA: Gainesville, Hale, Lester L.; Jacksonville, McClellan, Margaret C. 

GEORGIA: Athens, Vance, Carolyn; Cave Springs, Camp, Pauline B. 

ILLINOIS: Anna, Smith, Marjorie W.; Charleston, Moses, Elbert R.; 
Chicago, Baker, Herbert Koepp; Hall, Margaret E.; Knight, Paul D.; 
Shover, Jayne; Silver, Nina; Solomon, Meyer; Stannard, Ida P.; Stein- 
horn, Annabel; Utley, Jean L.; Wepman, Joseph M.; Chicago Heights, 
Gordon, Edna Thomas; Cicero, Berry, Franc; DeKalb, Baumgarten, 
Marjorie L.; Elmhurst, Cochran, Marjorie W.; Evanston, Ainsworth, 
Stanley H.; Brong, C. Cordelia; Carhart, Raymond; Chreist, Fred M.; 
Doerfler, Leo G.; Jones, Mamie J.; Knight, Helen Sullivan; Moore, Paul 
G.; Mueller, Hazel DuCles; Parry, Richard A.; Simon, Clarence T.; 
Villarreal, Jesse J.; Westlake, Harold; Highland Park, Warner, Helen A.; 
Kankakee, Vawter, Jeanne; La Grange, Sokol, Ruth Ann; Normal, Eckel- 
mann, Dorathy Anne; Holmes, F. Lincoln; Peoria, Mawhinney, Clara K.; 
Rantoul, Denton, Elizabeth C.; Hill, Ann E.; Rockford Anderson, Jean- 
ette O.; Debes, Phyllis R.; Donohue, Irene R.; Rock Island, Holcomb, 
Martin J.; Springfield, Frasier, Jeannette; Green, Evelyn M.; Urbana, 
Angell, Clarence S.; Hunter, Naomi W.; Nelson, Severina E.; Paden, 
Elaine Pagel; Shere, Marie Orr; Swengel, Beulah W.; Waukegan, Bohan- 
non, Dorothy E.; Brett, Richard J.; Wilmette, Hahn, Elsie Stearns. 
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INDIANA: Attica, Van Deventer, Alice; Bloomington, Milisen, Robert | Sar 
Regan, Mary Clare; Shaffer, _— L.; East Chicago, Gasaway, Jane; 
Evansville, Rowe, Margaret is Wayne, Berning, Marguerite; Roe, 
Vivian I.; Indianapolis, pede gh L.; Muncie, Luke, E. Eileen; 
South Bend, Knudson, Thelma A.; Schuell, Hildred; Terre Haute, Calla- 
han, Lucille Peters; Carr, Helen Zwerner ; Evans, Josephine A.; Myer, 
Mildred H.; West Lafayette, Condo, Ann Rhodes; Heywood, Florence; 
Holman, Esther Terry; Kelly, James C.; Matthews, Hannah P.; Matthews, 
Jack; Patton, Frances; Steer, Mack D.; Steer, Ruth; Wilson, D. Kenneth. 

IOWA: Cedar Falls, Fossum, Ernest C.; Simonson, Josephine; Des Moines, 
Sherman, Dorothy; Grinnell, Hiser, Velma B.; Jowa City, Bangs, Jack L.; 
Hanley, Theodore D.; Irwin, Orvis C.; Johnson, Wendell A.; Jones, E. 
LeRoi; Keaster, Jacqueline; Lierle, Dean M.; Lynch, Gladys E.; Newby, 
Hayes; Oxtoby, Eloise T.; Sheehan, Joseph; Strother, Charles; Tolhurst, 
Gilbert; Wolfe, William G.; Wurl, Charlotte B.; Mallard, Schutter, 
Betty R. 

KANSAS: Dodge City, Herndon, Geneva; Hutchinson, ‘Todd, Pauline Zenor ; 
Topeka, Jones, Amy Desmond; Wadsworth, Trail, Wayne D.; Wichita, 
Anderson, Ruth M.; Barritt, Mrs. Virgil C.; Berger, Clyde; Bosley, 
Elizabeth C.; Duncan, Mildred W.; Eblen, Roy E., Jr.; Gaeddert, Lydia 
F.; Grant, Marcia; Hull, Forrest M.; Hull, Mary Ellen; Miller, Harriet 
Johnson; Miller, William E.; Palmer, Martin F.; Reid, Marabeth; 
Schmeling, Lyda M. 

KENTUCKY: Le-vington, Harris, William Edwards. 

LOUISIANA: Baton Rouge, Harrison, Helen Stewart; Kennedy, Lou; Robin- 
son, John E.; Wise, C. M.; Haynesville, Akin, Johnnye; New Orleans, 
Proctor, Ruth C.; Wise, Harry S.; Rushton, Paul, Vera Alice. 

MAINE: Brunswick, Thayer, Albert R.; Orono, Runion, Howard L.; Portland, 
Scolten, Adrian H. 

MASSACHUSETTS: Agawan, Sweeney, Marion K.; Boston, Robbins, Rosa 
S.; Robbins, Samuel D.; Brockton, Vogel, Helen C.; Holyoke, Fitz-Gibbon, 
John J.; Northampton, Coakley, Estelle Lacy; Revere, Hamblin, Marion 
Grace; South Hadley, Mills, Alice W.; Watertown, Perry, Catherine C. 

MICHIGAN: Ann Arbor, Backus, Ollie L.; Beasley, Jane E.; Bloomer, H. 
Harlan; Clancy, John N.; Kopp, George Adams; Lightfoot, Charles M.; 
Sperling, Shirley L.; Battle Creek, Sheehan, Vivian Mowat; Detroit, 
3erry, Mildred Freburg; Goldman, Irving -S.; Gross, Hildred A.; Kule- 
watz, Wilhelmina; Mouser, William S.; O’Connor, Katherine H.; Stod- 
dard, Clara B.; East Lansing, Osborn, Courtney D.; Pedrey, Charles P.; 
Grand Ledge, Cromer, Raymond L.; Grand Rapids, Estabrook, Eudora 
Porter; Kalamazoo, Van Riper, Charles; Lincoln Park, Hutton, Annelle 
= Le Pleasant, Moore, Wilbur E.; Sault Ste. Marie, Burdick, Eva C.; 

Clair, Jerome, Eldon K.; Y psilanti, Green, Harriet C. 

MINNE SOTA: Minneapolis, Bryngelson, Bryng; Chapman, Myfanwy E.; 
Hedgecock, Leroy D.; Rutherford, Berneice R.; Templin, Mildred; Thorn, 
Katherine F.; Welsh, Alice M.; Worthington, Virginia I.; St. Paul, 
Kerchenfaut, Lois C. 

MISSISSIPPI: Columbus, Welsch, J. Dale. 

MISSOURI: Cameron, Bryant, Pearl; Clayton, Bracken, John L.; Columbia, 
Merritt, Francine; Reid, Loren Dudley; Wells, Charlotte G.; Kansas City, 
Allen, Evelyn Young; St. Louis, Beard, Jeannette E.; Britton, Dorothy; 
McGinnis, Mildred A.; Offett, Morton F.; Olsen, Florence M.; Silver- 
man, S. Richard; Webster Groves, Werner, Lorna Shogren. 

NEBRASKA: Lincoln, Cypreansen, Lucile E.; Holland, Dorothy Edna; Laase, 
LeRoy; Schmer, Mabel Jean. 

NEW JERSEY: Camden, McDowell, Elizabeth Dickinson; Newark, Bender, 
Helen Fagan; Mase, Darrel Jay. 

NEW YORK: Aurora, Luse, Eleanor M.; Brooklyn, Duncan, Melba Hurd; 
Horowitz, Esther; Raubicheck, Letitia E.; Secord, Arthur; Silverman, 
Hilda W.; Temple, William J.; Buffalo, Reid, Gladys; Smith, Loretta 
W.; Cortland, Smith, Mary Noble; Endicott, Kavanagh, James; Flushing, 
Eisenson, Jon; Glickenhaus, Sarah B.; Pronovost, Wilbert; Franklin 
Square, Brown, Frederick W.; Ithaca, Thomas, Charles K.; New Rochelle, 
DiCarlo, Louis M.; New York, Baumritter, Dorothy D.; Bender, James 
F.; Busse, Alvin Clayton; Duff, Mildred G.; Finlan, Leonard; Freese, 
Virginia R.; Froeschels, Emil; Huber, Mary Wehe; Jacoby, Beatrice F.; 
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Peterson, Gordon E.; Prensky, Bernice M.; Raymond, Mary Zerler; 
Schmitz- Svevo, Frederica; Stevenson, Georges; Taylor, Jane Bliss; Unger, 
Dorothea S.; Zimmerman, Jane Dorsey ; Rochester, Meulendyke, Ruth M.; 
Simon, Sonya Eva; Scotia, Kilpatrick, Janet I.; Syracuse, Arnold, Jane 
W.; Heltman, Harry J.; Peacher, William G.; Ross, Dorothy Ellen. 

NORTH alia Jamestown, Chenoweth, Grace Anne; Minot, Gilbert, 
Edna E. 

SOUTH DAKOTA: Rapid City, Bridgeford, Ethel D. 

OHIO: Akron, Kester, Dorothy; Athens, Koops, Elizabeth; LaFollette, A. C.; 
Bowling Green, Cherry, Jay; McClelland, Adeline E.; Cincinnati, Walpole, 
Elizabeth T.; Cleveland, Chapin, Amy Bishop; Gardner, Warren H.; 
Gottlober, Abraham Ber.; MacLearie, Elizabeth C.; Wilson, Loraine A.; 
Columbus, Benfer, Jacqueline ; Irwin, Ruth Beckey; Kelly, George A.; 
Knower, Franklin H.; Mason, Marie K.; Morris, Catherine; Morris, D. 
W.; Rotter, Julian B.; Shulman, Edward; Sifritt, Claude; Gambier, 
Black, John Wilson; Oxford, Russell, G. Oscar; Wapakoneta, Moser, 
Henry M.; Wooster, Drushal, John Garber; Kaltenborn, Arthur L.; 
Youngstown, Miller, A. Elizabeth. 

OKLAHOMA: Bartlesville, Christman, Josephine; Norman, Ritzman, Carl H.; 
Oklahoma City, Woods, Mrs. Hal. 

OREGON: Corvallis, Wells, Earl William; aves ne, Wood, Kenneth S.; Port- 
land, Judy, LaWanna C.; Kantner, Claude E.; Salem, Lassers, Leon. 
PENNSYLVANIA: Lock Haven, Curtis, Ruth G.; Philadelphia, Bakes, 

Frank P.; Hardy, William G.; Nathanson, Yale; Nemoy, Elizabeth M.; 
Pauls, Miriam D.; Peacher, Georgiana M.; Slippery Rock, Buzash, Lola 
McMullen; State College, Diehl, Charles F.; McDonald, Eugene T.; 

Morrison, Jane E.; Raabe, Margaret. 

RHODE ISLAND: P rovidence, Hamilton, Ruth Greenwood. 

TEXAS: Austin, Crabtree, Margaret C.; Ulrich, Miriam North; Dallas, 
Gratke, Juliette M.; Randolph Field, Twitchell, Doris Yoakam. 

UTAH: Provo, Morley, Alonzo J. 

VERMONT: Rutland, Dunn, Harriet May. 

VIRGINIA: Arlington, Tuthill, Dorothy Davis; Charlottesville, Mullendore, 
James M.; Perritt, H. Hardy. 

WASHINGTON: Bellingham, Pierce, Martha E.; Pullman, Cochran, Barbara 
F.; Seattle, Carrell, James A.; Coe, Herbert E. ; Enquist, Lucille E.; 
Gormley, Geneva J.; Miller, Elvena; Miner, Adah L.; Nelson, Oliver W. 
Wagner, Charlotte F. 

WISCONSIN: Janesville, Fishel, Mamie Vaughn; Kenosha, House, Enod S.; 
LaCrosse, Hayes, Harriet M.; Madison, Allen, Amy V.; Phair, Gretchen 
M.; Ward, Lavilla A.; West, Robert W.; Milwaukee, Carr, Anna M.; 
Sokolnicki, Alfred J.; Stevens, Eugene L.; Streng, Alice; Zimmer, Cath- 
erine H.; Neenah, Vaurio, Kathryn Poor; Racine, Whitten, Ida E. 

CANADA: Montreal (Quebec), Cardozo, Mary B. 

HAWAII: Honolulu, Ervin, Jean Conyers. 

MEXICO: Mexico City, Bienvenu, Maria Cristina. 

SOUTH AFRICA: Johannesburg, Clemons, Alan B.; Develing, Sheila Grace; 
Rosendorff, Madge L.; Mervis, Mrs. S.; Penn, Rhona A.; Sieff, Ethel 
Duchen; Sischy, Claire Rosin; Stern, Erica J. A.; Stohr, Thelma; Wil- 
liams, Margaret Craighead. 

SOUTH AMERICA: Montevideo (Uruguay), Dub, Senior Alfredo. 


ASSOCIATES 
The following persons are qualified for affiliation with the Association on 
an ethical basis and are in the process of completing the qualifications for 
Clinical Membership. 


ALBRIGHT, Ropert WILLIAM, Speech Clin., Montana St. Univ., Missoula, Mont. 

ALLEN, Mivprep K., Speech Dept., La. State Univ., Baton Rouge, La. 

Ammons, Rowert Bru cE, Dept. of Psychology, Univ. of Denver, Denver, Colo. 

Amos, M. Lorraine, Education and Training Service, Office of Vocational Re- 
habilitation and Education, Veterans Administration, Washington, D. C. 

ANDERS, QUINTILLA Morcan, Univ. of Kansas Schl. of Medicine, Kansas City 
3, Kansas. 

ANDERSON, MARGARET Loutse. 1126 Louisiana St., Lawrence, Kansas. 
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ANDERSON, VirGIL, 773 Frenchman’s Road, Stanford University, Calif. 

ANSBERRY, MERLE, Aural Rehab. and Sp. Cor. Div., Dept. of Med. and Surgery, 
Veterans Admin., Washington 25, D. C. 

ARGIANAS, DELORIS Louse (Mrs. Deloris A. Janota) 

ARNOLD, GENEVIEVE, Instr. in Speech, Univ. of Hawaii, Honolulu, T. H. 

ATHERTON, GRACE WILLIAMS (Mrs.), 9300 Connecticut Ave., Chevy Chase, 
Md. 

ATTENBOROUGH, ELIzABETH Martz, 319 Westfield Ave., Elizabeth, N. J. 

Avery, CHARLOTTE B., 510 E. Kilbourne Ave., Milwaukee, Wis. 


Bapcer, Epwarp B., 16 S. John Ave., Binghamton, N. Y. 

BALDRIDGE, PATRICIANNE, 100 Morningside Drive, New York 22, N. Y. 

BALpWIN, BARBARA JEAN, 417 Sterling Court, Madison, Wis. 

3ALL, MARIE AGNES, 520 East Ave., Rochester 7, N. 

BALLEW, ViRGINIA L., Illinois Children’s Hosp. Sch., Chicago, Ill. 

BarGMEYER, Kurt E., Puyallup H. S., Puyallup, Wash. 

3ARNETT, ROBERTA, Ithaca College, Ithaca, New York. 

Barr, HELEN, 303 N. Pecan St., Nowata, Okla. 

BARSTLER, Mary JANE, Speech Clin., Univ. of Nebraska, Lincoln, Nebr. 

3aTTO, Soria C., Punta Carreta, Porto Alegre 2612, Montevideo, Uruguay. 

Besout, Betty, Sp. Clin., Stephens College, Columbia, Mo. 

Becker, Repecca, 2537 No. Farwell, Milwaukee, Wis. 

3EEBE, HELEN Hutick (Mrs.), 608 Porter St., Easton, Penna. 

Bett, Atta Resecca, 720 Bierman St., York, Penna. 

BELL, CyrENE, 312 Fulton St., Denton, Texas. 

Benper, Etorse Marie, 2300 Westwood Rd., Glenside, Muskegon, Mich. 

Benson, Mary E., (Mrs. L. W.), 907 W. English St., Danville, Il. 

Bercer, KENNETH L., Speech Dept., Luther College, Decorah, Iowa. 

Bercguist, Ruta WuittaKer (Mrs. Clarence W.), Box 168, Chicago City, 
Minn. 

3ERLIN, ASA JAIRuUS, Brooklyn College, Brooklyn, N. Y. 

Berry, HELEN M., 9939 St. Marys, Detroit 27, Mich. 

BERWICK, NAOMI Hunt (Mrs.), 2210 West St., Pueblo, Colo. 

3ETTIKER, JUSTINE FRANCES, 50 East College St., Alliance, Ohio. 

Bretski, AVONELLE Lek, Speech Clin., George Wash. Univ., Washington 6, D. C. 

Binnie, Ciara Georcina, 9 Tennis Crescent, Toronto, Ontario, Canada. 

Brrnpav M, Marjorie TALMAN (Mrs. Leonard V.), 4136 W. Washington Blvd., 
Chicago 24, IIl. 

3LACK, EstHer K. (Mrs.), McKee Hall, Geneva Coll., Beaver Falls, Penna. 

BLACKMAN, SYLVIA BaAver, 2056 81st St., Brooklyn, N. Y. 

3LANCHARD, DorotHy Fritz (Mrs. Thad A.), 312 Avalon Ave., Highland 
Park, Mich. 

BLANCHETTE, ALVENA M., The Leamington, Minneapolis, Minn. 

BLomBerG, JoHN, Y.M.C.A., Moline, Ill 

BioopsTEIN, Oxiver, 141 Hawkeye Village, Iowa City, Iowa. 

30cK, HELEN ExvizaAsetu, 415 Fullerton Pkwy., Chicago 14, IIl. 

SOLLINGER, CARTER, Veterans Admin. Hosp., St. Cloud, Minn. 

30NNER, JOHN T., Speech Dept., Ohio State Univ., Columbus, Ohio. 

Booms iter, Pau C., Dept. of Sp., Cornell Univ., Ithaca, New York. 

BorKEN, ANNETTE, Box 1623, Mound, Minn. 

30URLAND, Frances, 606 Washington Ave., Wilmette, III. 

Bowen, Mary Howarp (Mrs.), 2388 N. Foothill Blvd., Altadena, Calif. 

30WLEN, JAMES H., Speech Dept., State Teachers College, California, Penna. | 

BRADLEY, RutH Jutta, Sp. Clin., State Teachers Coll., Willimantic, Conn. 

BrEINHOLT, VERNA A, (Mrs. P. L.), 414 N. Mill St., Santa Paula, Calif. 

BriGHAM, FLEDA MARGARET, Stockton Jr. Coll., Stockton 27, Calif. 

3RIN, JosEPpH GOTTLAND, Dept. of Speech Counseling, 811 Boylston St., Boston 
16, Mass. 

Britton, Henry Cuase, 113 Ashland St., Malden, Mass. 

BRONSTEIN, ARTHUR J., ‘.e Dept., Queens Coll., Flushing, N. Y. 

3rR0ooKS, ELeanor G., 401 N. Broadway, Greensburg, Indiana. 

Brown, ANNA SEVERANCE (Mrs. Herbert W.), Box 263, Vista, Calif. 

Brown, Crarice T. (Mrs.), 222 E. Ft. King Ave., Ocala, Fla. 

Brown, ELarne Lazar (Mrs. Daniel M.), 6150 Winthrop Ave., Chicago 40, 
Ill. 

Brown, Frances M., (Mrs. Spencer F.), 712 Euclid Place, Alton, III. 

Brown, Grace T., 343 Oxford St., Rochester 7, N. Y. 
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Brown, MarityNN HENNINGsSON, 801 Hazel St., Atlantic, Iowa. 

Brown, PHytiis FraANKE (Mrs. James W.), 50844 W. Washington, South 
Bend 3, Indiana. 

Brown, Pruvence L., 419 No. Capitol, Lansing, Mich. 

Brown, Rusy Irene, Box 5265, Baton Rouge 3, La. 

Brown, SUSANNA, 4819 Magoun Ave., East Chicago, Ind. 

Broy.es, Maser Exvizasetu, 2529 Los Amigos, Las Crescenta, Calif. 

BuKELEY, Lucinpa Noste, (Mrs.), 45 E. Ninth St., New York 3, N. Y. 

Burris, AGNEs, 1212 East Ave., Vicksburg, Miss. 

BycraFt, HELEN Bowes (Mrs. John T.), 4620 Ellis Ave., Chicago 15, III. 

Byrne, MARGARET, 7134 Lemington Ave., Pittsburgh 6, Pa. 

Byrnes, ALLorAH, 840 Ogden St., Denver 3, Colo. 


CALLAHAN, Bettie McCLettanp (Mrs. Frank), 1200 Neely St., Jackson, Tenn. 

CALONGNE, RoseEMARY SwaseEy, 1325 Amelia St., New Orleans, La. 

CALVERT, JAMES JENKINS, 1037 12th St., Boulder, Colo. 

CALVERT, RaymMonp R., M.D., 314 N. 6th St., Lafayette, Ind. 

CAMPBELL, CASSIE RreHL (Mrs.), 910 Stuart Ave., Mamaroneck, New York. 

Carp, Rosert, 12044 Woodward Ave., Detroit 3, Mich. 

Carson, SADIE Martz, Hotel Normandy, Minneapolis, Minn. 

Carron, Jonas, 2726 Oakman Court, Detroit 6, Mich. 

Carter, Etton Stewart, Spec. Educ. Clin., Ind. St. Teachers Coll., Terre 
Haute, Ind. 

Cass, Marton TuHeressaA, 29 East 29th St., New York 16, N. Y. 

CAVENDER, Betty JANE, Sp. Clinic, Indiana Univ., Bloomington, Ind. 

CHENOWETH, EuGENE Cay, Indiana University, Bloomington, Indiana. 

CHERHAVY, [RENE ELtNor, 3708 North Nora Ave., Chicago 34, III. 

CHRISTENSEN, EpitH Marie, Institute of Logopedics, Wichita, Kansas. 

CHRISTENSON, GENELLE (Mrs.), Bd. of Ed., E. St. Louis, IIl. 

Crawson, Liry Mag, 3528 East 14th St., Wichita, Kansas. 

Creary, Dorts Rose, 150 S. Middle Neck Road, Great Neck, N. Y. 

CLEELAND, CHARLOTTE ETHEL, 2060 S. York St., Denver 10, Colorado. 

CLemons, ELAINE SLAUGHTER (Mrs. A. B.), Private Prac., Johannesburg, 
Union of South Africa. 

Costentz, IrvinG, 532 W. College Ave., St. College, Pa. 

CorFMAN, RutH E., Speech Clinic, University of Alabama, University, 
Alabama. 

Co.sert, HELEN Davis (Mrs. J. W.), c/o Morrison Knudsen Afghanistan Inc., 
Kabul, Afghanistan. 

Cottins, CATHERINE M., English Dept., University of Wisconsin, Madison, Wis. 

Cottins, Concetta SiENA, Cleveland Hearing and Speech Center, Cleveland, 
Ohio. 

Compton, Mary E., Speech Clinic, Alabama College, Montevallo, Alabama. 

Constans, Henry Pup, Speech Dept., Univ. of Florida, Gainesville, Fla. 

Conway, HEeLen VirointA, 311 Loucks Ave., Peoria 5, Illinois. 

Cootey, Nancy Morse (Mrs.), 217% Ramsey, Stillwater, Oklahoma. 

CorGan, Evetyn Jounson (Mrs. T. J.), 761 S. Lee St., Des Plaines, Illinois. 

Cortez, Epmunp ArtTHuR, Speech Clinic, Univ. of New Hampshire, Durham, 


N. H. 

CosteLLo, Mary Rose, 1430 W. Peachtree St., Atlanta, Georgia. 

Corton, Frances, 2904 10th Court So., Birmingham 5, Alabama. 

Cox, EmMocene (Mrs. Emogene C. Gill). 

Craic, Resecca Sue, Craigsville, Virginia. 

Craic, WitttaM C., Speech Dept., College of Wooster, Wooster, Ohio. 

Crawrorp, NorMAN Patterson, Teachers College, Columbia Univ., New 
York 27; N. X. 

Crick, Maryjorte (Mrs.), Royal Palm Schl., 300 Royal Palm Way, Palm 
Beach, Fla. 

Cripe, CLaupINE Mounsey (Mrs. J. H.), 621 N. Brandywine, Schenectady 8, 
New York. 

CUNNINGHAM, Mary E izasetu (Mrs. Virgil T.), 1012 W. Fairchild, Dan- 
ville, Illinois. 

Curry, Hersert L., Speech Dept., Central Mich. Coll. of Ed., Mt. Pleasant, 
fich. 

Curtis, James F., Speech Clin., State Univ. of Iowa, Iowa City, Iowa. 

Cutupert, Dorrs ALMEDA, Speech Clin., Univ. of Mich., Ann Arbor, Mich. 
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Damon, KENNETH F., 1185 Park Ave., New York, N. Y. 

Damon, RutH AIKMAN (Mrs.), Speech Dept., Russell Sage College, Troy, 
New York. 

DANIEL, J. T., Speech Dept., Univ. of Alabama, University, Ala. 

Davis, ANNETTA CAROLYN, 104 Fourth Ave., Leavenworth, Kansas. 

Davis, Doris Loutsz, 7th and Broadway, Venice, III. 

Davis, FANNIE Marriett, Box 67, Clendenin, W. Va. 

Davison, ARTHUR H., Boys Vocational Sch., 400 N. Pennsylvania Ave., Lan- 
sing 11, Michigan. 

Davison, Loutsrt Davis (Mrs. W. W.), Davison Schl. of Sp. Cor., Atlanta, 


a. 

Dawes, Rosert Gates, Mohawk College, Utica, N. Y. 

DeEpoMENICO, Rampa (No address known). 

DerossEs, BEATRICE, Finch Jr. Coll., 52 E. 78th St., New York, N. Y. 

DeicH, Maurice (No address known). ; 

DEMAREST, ISABELLE M. (No address known). 

DeMutH, Dorotny (Mrs. F. B. Sanborn). 

Dennison, Emma E. (Mrs.), 926 Franklin St., S. E. Grand Rapids 7, Mich. 

DENNISON, WILLIAM, Speech Clin., Dennison Schl. of Speech Cor., Toronto, 
Ontario, Canada. 

Denton, Evetyn Loutse, 414 Lawrence St., Ann Arbor, Michigan. 

DEUEL, JESSIEMAE, Box 23, 405 John St., Union City, Michigan. 

Devor, ANNE SHATLOCK, 4445 Post Road, New York 63, N. Y. 

Dew, Marjorie M., Speech and Hearing Clin., Ohio State Univ., Columbus, 
Ohio. 

DIAMOND, MATTHEW, “4 of Educ., 13 Fitzhugh St. So., Rochester 4, N. Y. 

Diemer, Mary G., Box 146, H. P. Station, Des Moines 13, Iowa. 

Drxon, CARMEN CLiFrorp, Shabbona High Schl., Shabbona, Illinois. 

DomENIc1, ZELMERA K., 53, Niles, California. 

Donetson, Rutu Ann, 302 Page St., Flint, Mich. 

Donovan, ExizasetuH A., 1141 Holcomb, Detroit 14, Mich. 

DRAKESMITH, Dorotuy Do rores, 8140 Page, University City 14, Missouri. 

DrEIMAN, SHIRLEY BLoom (Mrs. Hart W.), 3440 DuPont Ave. So., Minne- 
apolis 8, Minn. 

Durry, Joun K., Speech Clin., Univ. of Wisconsin, Madison, Wis. 

DuNHAM, ANNABEL, Speech Dept., Univ. of Alabama, University, Ala. 

Dun ap, ERNESTINE (Mrs.), 172 Connecticut Ave., Highland Park, Mich. 

Dunn, Cart Evucene, 650 Burns, Reno, Nevada. 

Dunn, MARIANNE, 102 N. Locust, Glenwood, Iowa. 

DurranI, SARA K. (Mrs.), Shrine Schl. for Crippled Children, Memphis, Tenn. 


EastMAN, Mitton CHARLES, Illinois St. Normal Univ., Normal, III. 

EBERLE, Marion, 5881%4 Plymouth Ave., St. Louis 12, Mo. 

EcKHART, MARGARET VIRGINIA (Mrs. Margaret Eckhart Faulk). 

Epmunps, Hester ANN, 9326 N. Martindale, Detroit 4, Mich. 

EcGLeston, JEAN M., 911 Garland St., Flint, Mich. 

ErkenHout, Bette (Mrs. R. H. Pettinga). 

Ersenstapt, ArtHurR, Speech Dept., Cornell Univ., Ithaca, N. Y. 

ELIASBERG, WLADIMIR G., 420 West End Ave., New York 24, N. Y. 

ELLENBERGER, MartHa V., 551 Cypress Ave., Johnstown, Pa. 

ELtrortr, a R., Dept. of Psychology, Univ. of North Carolina, Chapel 
Rai, No AG 

Exuiott, JANE C., 108 Pottawatomie St., Tecumseh, Mich. 

Exuiott, Lucy C., 3664 Washington Blvd., St. Louis, Mo. 

Ems ey, Bert, Speech Dept., Ohio St. Univ., Columbus, Ohio. 

EspAILLaT, GRACE RUTHERFORD (Mrs.), The Chastleton, 16th and R St. N.W., 
Washington, D. C. 

Evnen, MAvrRINE SHIRLEY, Dept. of Speech, Univ. of Nebr., Lincoln, Nebr. 

Ewinc, VENA Crarys, 222 West 7th St., Larned, Kansas. 


FAGEN, MARGARET ™ IZABETH (Mrs. F.G.), Beardshear Hall, Iowa State Col- 
lege, Ames, Iow 

Farson, Martua H., “503 W. 121 St., New York 27, N. Y. 

FANUCCHI, Joun, College of Pacific, Stockton 27, Calif. 

FauLk, MarGaret Eckuart (Mrs.), 721 N. El Paso St., Apt. No. 5, El Paso, 


Texas. 
Faxon, Gen S., Veterans Admin., Georgetown Uniy., Washington, D. C. 
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FERGEN, GERALDINE K., 302 W. Mulberry, Normal, III. 

Ferris, Davip FrevericK, Voc. H. S. and Jr. Coll., San Diego 4, Calif. 

Fest, THorreEt B., Speech Dept., Univ. of Colorado, Boulder, Colo. 

FicKLinG, MeLBA (Mrs. Dorian H.), 815 E. 36th .St., Long Beach 7, Calif. 

Fie_ps, Victor ALEXANDER, Speech Clin., City Coll. of New York, New York 
Si, tee. &. 

Frinerty, EstHER SKERRETT (Mrs. J. H.), 1250 Hubbard Ave., Detroit, Mich. 

Fisu, Grapys B., Dept. of Public Instr., Harrisburg, Pa. 

FIsHER, CARMELITA Rose, 12044 Woodward Ave., Detroit 3. Mich. 

FLeEsHER, Mary A ice, 411% Osborne St., Terre Haute, Ind. 

FLETCHER, Dorotny S., Fletcher Farms, Naperville, Ill. 

Fitnt, E-mMerine J. (Mrs.), Speech Clin., Section for Crippled Children, Div. 
of Soc. Welfare, St. Paul, Minn. 

Flower, RicHarp MeErriLL, 828 Colfax St., Evanston, IIl, 

Foster, Gait M., 807 E. Grand Blvd., Detroit 7, Mich. 

Foster, GENEVA T. (Mrs.), Rt. 8, Box 125, San Antonio, Texas. 

Francis, Marion Iora, Board of Educ., Park St., Windsor, Ontario, Canada. 

FRANK, ROCHELLE FINE (Mrs. J. S.), 900 Central Ave., Wilmette, III. 

a Norman Wu., Speech Clin., Occidental College, Los Angeles 41, 

alif. 

FrEscOLN, CarotyNn (No address known). 

Freunp, Henry (M.D.), 1600 South Avenue, Rochester, N. Y. 

FRUEWALD, EvizasetH (Mrs. E. G.), Utah School for the Deaf, Ogden, Utah. 

Frumson, Eva Israet (Mrs. Solomon L.), 15 Hamlet Ave., Woonsocket, 
Rhode Island. 

Fucus, Grover Aaron, 3008 Fruth St., Austin 21, Texas. 

FuRBEE, CATHERINE, 544 Millard St., Saginaw, Mich. 


GAINES, Marion P., Route 11, Box 698, Fresno, Calif. 

Garwoop, Victor Paut, Speech Clin., Univ. of Mich., Ann Arbor, Mich. 

a Epna Lasuun (Mrs. Edward G.), 420 Navahoe Ave., Detroit 14, 
ich. 

Gens, GeorGe WILLIAM, 1425 Erving Court, Willow Run, Michigan. 

GILCHRIST, FLORENCE S., 1523 E. 77th St., Seattle 5, Wash. 

Git_, EMocENE Cox (Mrs.), 1001 Church St., Alva, Okla. 

GILMAN, WILBUR ELwyn, Queens College, Flushing, New York. 

GLANTz, GENEVA, 4170 West 2nd St., Los Angeles 4, Calif. 

GLasNneER, Putip J., Psychiatric Clin., Johns Hopkins Hosp., Baltimore, Md. 

Giauser, I. Peter, M.D., 829 Park Ave., New York City. 

GiippEN, Mary Ann, 1015 W. Lincoln Highway, DeKalb, Ill. 

GoopFriEND, Davis J., D.D.S., 901 Medical Arts Bldg., oe Pa. 

Goopricu, Doris W., 2111 Monroe Ave., Rochester 10, N. 

Gorbon, RuTH, 218 13th St., Racine, Wisconsin. 

GorrscHALK, EVELYN (Mrs.), 164 Erie Rd., Pontiac 19, Mich. 

GouLDING, VIRGINIA RIcHARDSON (Mrs. William M.), 1512 Carr St., Raleigh, 


B..& 
GraHaM, Ray, 401 Centennial Bldg., Springfield, Il. 
Grant, RutH (Mrs. Ruth Gordon). 
GREENLEAF, FLoyp I., 314 Burlington, Iowa City, Iowa. 
GREINER, ALICE, Fremont Schools, Fremont, Ohio. 
Grier, Tose Foote, 3406 W. 32nd. St., Minneapolis, Minn. 
GriFFitH, Francis J., New Utrecht H. S., Brooklyn 14, N. Y. 
Guprince, Hazer Lunpsten (Mrs. F. M.), 731 Cherokee Ave., St. Paul 7, 


inn. 
Gui, Ina B., George Washington School, Elmira, New York. 
GuLLion, Epwarp CLEVENGER, JR., Central Institute for the Deaf, 818 S. Kings- 


highway, St. Louis 10, Mo. 


HAAvIK, FLorENcE (Mrs. Florence H. Morreim). 

Haccen, Ferne E., Walter Reed General Hosp., Forest Glen Section, Wash- 
ington 12, D. C. 

Hacpert, HELEN V., 1448 Fairmount St., N. W., Washington 9, D. C. 

Ham, Nancy Spitze (Mrs.), 34 Signal Hill Blvd., East St. Louis, Ill. 

Hammes, CHARLOTTE Mag, Peshtigo, Wisconsin. 

HANDELSMAN, Puy.iis Rapaport (Mrs. N. A.), 4928 N. Whipple Ave., Chi- 
cago 25, IIl. 

HANNING, LUELLA Martz, 226 N. First Ave. E., Duluth, Minn. 
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HANSEN, Burre.t F., Schl. of Speech, Univ. of Denver, Denver 10, Colo. 

HaAwnseEN, Orvetta K. (Mrs. A. N.), 2726 N. Bryant Ave., Minneapolis, Minn. 

Hanson, Ciara Grace, 613 Clifford St., Flint 3, Mich. 

Harkins, Cioyp S., D.D.S., Fulton Bldg., Osceola Mills, Pa. 

HARRING, VirRGINIA Mag, 1410 Peachtree, Atlanta, Ga. 

Harris, NormMA, 2710 Valentine Ave., Bronx, N. Y. 58, N. Y. 

HartsHorn, HELen C. (Mrs.), 1414 Hinman Ave., Evanston, III. 

Hartsuck, Letia Russet (Mrs. G. E.), 22 Bradley Rd., Tacoma 3, Wash. 

Harvey, Francis, 905 Buena Ave., Chicago, III. 

Haskins, Harriet L., 843 Carteret Ave., Trenton 8, N. J. 

Haut, Lityran, 105 W. 72nd St., New York City. 

Hawkins, Marjorie Loutse (Mrs. Marjorie H. Stickney). 

HaywortH, Roma, Ball St. T. Coll., Muncie, Ind. 

Hecarty, Inez Exizasetu, Speech Dept., Wellesley Coll., Wellesley 81, Mass. 

Hew, IRENE C., Evans School, Denver 2, Colo. 

HENDERSON, ELLEN CLARK (Mrs.), Clifton, Idaho. 

HErALp, CLARE M., Speech Dept., Miami Univ., Oxford, Ohio. 

HERMAN, Davin THEOpoRE, Psychology Dept., Indiana Univ., Bloomington, 
Ind. 

HERMAN, GeorGE (No address known). 

HERMAN, IRENE M., 75 Bruce Ave., Yonkers, N. Y. 

Hissitt, GeorGE WHITING, Columbia Univ., New York City. 

Hrett, MartHa ELten, Dist. 107, Highland Park Pub. Schl., Highland 
Park, Ill. 

Hitt, Harris, Psychol. Dept., Ind. Univ., Bloomington, Ind. 

HinpMAN, Mary F., Vanderbilt Clinic, 168th & Broadway, New York City. 

Hirscu, KATHARINE (Mrs.), 891 Park Ave., New York City. 

HirscuFiEtp, Lots Conen (Mrs. H. B.), 7064 No. Greenview Ave., Chicago 
26, Ill. 

Hirsu, Ira J., Psycho-Acoustic Lab., Harvard Univ., Cambridge 38, Mass. 

Hoven, Ruts E., 2113 E. Kenwood Blvd., Milwaukee 11, Wis. 

Hotter, STANLEY Epwarp, Sch. for Deaf & Blind, Cornwall St., Annerley L. 3, 
Queensland, Australia. 

Hotway, Dora E. (Mrs.), 17334 Stoepel, Detroit 21, Mich. 

Homerietp, Harotp D., 1015 Hoe Ave., New York 59, N. Y. 

Homer, MeLsa KimME Lt (Mrs. H. S.), 1913 N. W. 32nd St., Okla. City 6, 
Okla. 

Honic, PHorese, 816 Montgomery St., Brooklyn 13, N. Y. 

Hoop, Bette JAYNE (Mrs. P. C.), 317 E. Boeing, Midwest City, Okla. 

Hopkins, JEwett L. (Mrs. C. B.), 905 So. University Ave., Carbondale, IIl. 

Hornapay, Nia, 947 N. Pennsylvania St., Indpls. 4, Ind. 

Horne, Loutuer Leroy, U. S. Naval Hospital, Philadelphia, Pa. 

Hosier, MAupE Morton, Dormagen Conservatory, 6610 Madison Ave., Ham- 
mond, Indiana. 

Hovucnin, Tuomas Douctas, Box 656, Fairmount, Minn. 

Howe, Acnes Smart (Mrs. Reuben W. Wakerley). 

Howe, Cortnne, 1515 10th St., Sacramento, Calif. 

Huser, Berry SuE THompeson, Benton School, 3004 Benton Bivd., Kansas City, 


Mo. 
Hucues, Mitprep Rutu, 3725 2g Ave. So., Minneapolis, Minn. 
Huttzen, Lee S., 220 Lincoln Hall, Urbana, II. 
Hunte, Frances, 2509 Birch St., Alhambra, Calif. 
Hunziker, Minna ExizasetH, 121 Madison Ave. S. E., Grand Rapids 3, Mich. 
Hurtey, Arpts Dawn (Mrs. Louis M. Weiss). 
Hurst, JEAN Barron, 25 E. Washington St., Chicago 2, Ill. 
Hutcueson, Ricuarp R., 8611 Irvington Ave., Bethesda, Md. 
Hype, Rutn StutenrotH (Mrs.), 127 Iroquois St., Laurium, Mich. 


Irvrnc, JAMES, 690 Lee St., Des Plaines, Ill. 
Ivey, SarAu Mack, Speech Dept., Louisiana St. Univ., Baton Rouge, La. 


Jacozson, Ema D., 7626 Duncan Ave., Detroit 13, Mich. 

Jarcer, Mary Marcaret, 578 So. Gilpin, Denver 9, Colo. 

Janota, Detorts Arcianas (Mrs.), 1909 Euclid Ave., Berwyn, Ill. 
Jerrares, Myrte AILEEN, 3120 Upperline, New Orleans, La. ; 

Jenkins, Wm. Pryce, Speech Rehab. Clin., Childrens Hosp., Pittsburgh, Pa. 
Jennincs, VircintA, Box No. 4, Smithshire, Ill. 
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Jounson, Carnot Louise, 315 North Ave., Aurora, III. 
JoHNSON, Patricia O., 327 N. Moore, Blue Earth, Minn. 
JoHNSTON, ALICE, Speech Dept., St. T. Coll., Bloomsburg, Pa. 
JONES, MARTHA ANN, 401 E. Comanche, McAlester, Okla. 


Kapis, Saray M., 403 N. Linn St., Iowa City, Iowa. 

Kane, Lituian, 679 E, 23rd St., Paterson, N. J. 

Karin, PEARL WINIckK (Mrs. Elliott), 106 Winchester St., Brookline 46, Mass. 

KASTEIN, SHULAMITH, 175 W. 73rd St., New York City. 

Katz, ADELINE P., 29 Commonwealth Ave., Boston, Mass. 

KAUFFMAN, ELLEN Katuryn, Abington Twshp. Schls., Abington, Pa. 

KEELER, DARLENE DUKE (Mrs. I. F.), 219 S. Columbia, Naperville, Ill. 

KeEEsEY, Ray E., Speech Dept., Ohio St. Univ., Columbus, Ohio. 

KELLEY, KATHERINE BoREN (Mrs.), 2357 W. 17th, Oklahoma City, Okla. 

Ketty, Mary Patricia, 1921 Washington Ave., Cedar Rapids, Iowa. 

KemMpsTER, Marjory INNEs (Mrs.), Bd. of Educ., Chicago Heights, IIl. 

KENDALL, MILpRED GUNN, Pimento, Ind. 

Kennepy, Mary E. Stonum (Mrs. S. F.), 256 Paris Ave. S. E., Grand 
Rapids 3, Mich. 

Keys, Joun W., Speech Dept., Univ. of Okla., Norman, Okla. 

KIMBARK, JACQUELINE ELANORE, Momence High School, Momence, III. 

KIMBRouGH, ARTMEASE C., 1912 Goode Ave., St. Louis, Mo. 

Kirk, Katuryn, 181 Kirkland Rd., Rochester, i a? 

KIRSCHNER, Haraiet, 5201 14th Ave., Brooklyn 19, N. Y. 

KITTREDGE, WINIFRED (Mrs.), 88 Morningside Drive, New York 27, N. Y. 

Kevuver, Lois Coss (Mrs. H. C.), 221 N. 18th St., Fort Dodge, Iowa. 

Knapp, Mary SHERMAN Epwarps, 3469 Gardenia Ave., Long Beach 7, Calif. 

KnicuHt, Bitte Branot, 4314 Rossmoyne, Houston 6, Texas. 

Kour, Marcaret Hanson, Speech Clin., Univ. of Michigan, Ann Arbor, Mich. 

Kopp, Hetene, 11, McThouin, Paris V, France. 

Kosu, ZELDA Horner (Mrs. David A.), 2249 N. Harrison St., Arlington, Va. 

Krart, Marte Bercin (Mrs.), Miami Univ., Oxford, Ohio. 

KRAMER, MAGDALENE, T. Coll., Columbia Univ., New York 27, N. Y. 

KreIcH, HELEN MEans, 1607 B. East Broadway, Columbia, Mo. 

KRrIEGMAN, Lots SmMAson (Mrs.), R. F. D. 11, Richmond 24, Va. 

KRrIKoRIAN, VALENTINE G., 1222 College Ave., Fresno 4, Calif. 

— Marian SHINN (Mrs. Richard F.), Coll. of St. Thomas, St. Paul, 
finn. 

KuLLMAN, MiLprep SweEENEY (Mrs.), 743 Poli St., Ventura, Calif. 


LAKEMAN, Marcaret H., 55 Locust Ave., New Rochelle, N. Y. 

LAMoREAUxX, R. Ross, 5502 Monroe Place, Norfolk 8, Va 

LANE, Caro, St. Dept. of Educ., Baton Rouge, La. 

LANE, Mary Eten, 1721 Warren Ave., Cheyenne, Wyo. 

LANE, RutH Ruppin (Mrs. Leroy B. Tyndall). 

LAssto, Mapce, 21-24 31st St., Astoria, Long Island, N. Y. 

LASSMAN, Frank M., Dept. of Sp., Univ. of So. Calif., Los Angeles 7, Calif. 

Law, Mary Lov ISE, 2730 W. 15th Place, Chicago 8, Til. 

LEIPPRANDT, EMMA JANE, Box 43, 173 S. Main St., Pigeon, Mich. 

LENCIONE, RutH, 7601 Clyde Ave., Chicago, III. 

Leonarp, Mary SmitH (No address known). 

LESLIE, JANET, Speech Dept., State T. Coll., Kirksville, Mo. 

LetzTeR, MARGARET C., San Jose St. Coll., San Jose, Calif. 

LevBaRG, JoHN J. (M.D.), 219 W. 86th St., New York 24, N. Y. 

Levin, Heten Lee Worr (Mrs. W. W.), 415 Aldine, Chicago 13, III. 

Levinson, Ipa, 127 W. Spruce St., Paxton, III. 

Levy, Rave Cuartorre, 5507 Stanton Ave., Pittsburgh, Pa. 

Lirton, Jacos C. (D.D.S.), 57 W. 57th St., New York 19, N. Y. 

LILJEBERG, Naomi, 1924 E. River Terrace, Minneapolis, Minn. 

LiLjeGREN, ALICE VicTortrA, Omaha Pub. Sch., 3902 Davenport, Omaha 3, 
Nebraska. 

Littywuite, Heroip, Speech Dept., Whittier Coll., Whittier, Calif. 

LipscHuttz, SEENA, 32 E. Bloomington, Iowa City, Iowa. 

Linscott, ANNE M., 78 Greenwood Ave., Swampscott, Mass. 

Liss, Epirn, Bd. of Ed., E. St. Louis, Ill. 

Locxarp, Isauet, Anatomy Dept., Univ. of Mich., Ann Arbor, Mich. 
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Laue, Exsie ANDERSON (Mrs. James S.), 260 Macalester Ave., St. Paul 5, 

Ainn. 

LoncericH, Epwarp B., 2007 Wilshire Blvd., Los Angeles 5, Calif. 

Lore, JAMES IRVIN, III, Cleveland Hearing and Sp. Center, Western Resv. 
Univ., Cleveland, Ohio. 

LorENZINI, AUGUST P., 322 S. Fourth St., Pekin, Il. 

ne, Wiittam Rosert, M.D., 26 Connaught Ave. S., Hamilton, Ontario, 

anada. 

LuETSCHER, Priscitta (Mrs. Priscilla McQueen). 

LuNnbDEEN, Puytits J., 1002 S. Park St., Kalamazoo, Mich. 

Lunpin, Rutu, 3207 Meadowbrook Blvd., Cleveland Hts., Ohio. 

Lutz, CHARLOTTE TALBort, 14413 25th S. W., Seattle, 66, Wash. 

Lyons, Epcar Apion (No address known). 


MacDona.p, NELLIE V., 534 Palmerston Blvd., Toronto, Ontario, Canada. 

MacDoucaL, ANNE Doris, Green Mountain Jr. Coll., Poultney, Vt. 

McCausLaAnpD, MARGARET, 6139 Christian St., Philadelphia 43, Pa. 

McCLeLianp, Bettie J., (Mrs. Frank Callahan). 

McCurry, Ocea, 2210 E. 27th St., Oakland, Calif. 

McDANEEL, GERALDINE, Rt. 3, Greenville, DG. 

McE troy, ESTELLE LorENE, Central High Schl., Lyon Terrace, Bridgeport, 
Conn. 

McG.iynn, Puyttiis Ipa, 12672 E. Outer Dr., Detroit 24, Mich. 

McKee, Maser M. (Mrs. C. A.), 731 S. St. Johns, Highland Park, Ill. 

McLauGHLINn, Florence EstuHer, Urbana Pub. Sch., Urbana, III. 

McQvuEEN, PriscittA LuetscHer (Mrs.), Tiskilwa, Ill. 

MaKkEIG, KatHRYN L. Howarp (Mrs. D. C.), 2801 Cortland Pl., N. W., Wash- 
ington 8, D. C. 

MALiin, Mivprep, 141 W. 73rd St., New York City. 

Mann, Marjorie (Mrs. Marjorie M. Nerenberg). 

Mann, Mary BacHMAN (Mrs. W. H.), Sp. Clin., Ind. Univ., Bloomington, 
Ind. 

Manser, RutH Ba.pock, 74 Mountain Ave., Summit, N. J. 

ManuciA, CuHar._es F., 760 67th St., Brooklyn 20, N. Y. 

Marcet.tus, Mary, 510 McKinley, Kewanee, IIl. 

Marcero, Francis Aoysius, 1445 Bishop Rd., Grosse Point, Mich. 

Marks, Rose W. (Mrs. Myer), 2304 Edgmont Ave., Chester, Pa. 

Marvin, INEz (Mrs.), Curative Workshop of Milwaukee, Milwaukee 3, Wis. 

MASLAND, Mary Wooton (Mrs. R. L.), 4224 Regent St., Philadelphia 4, Pa. 

MATHEWSON, MABEL. C., 4303 Commonwealth, Detroit 8, Mich. 

MaysBeE, KATHLEEN Kou _er, 106 W. Genesee St., Fayetteville, N. Y. 

Mayer, SytviA O’Dwyer (Mrs. H. E.), 127 Grasmeke Ave., Fairfield, Conn. 

MeniLL, ALice M., 403 14th Ave. N., Seattle 2, Wash. 

MEISSNER, JAMES Hype, c/o Palmenberg’s, Pascack Rd., Spring Valley, N. Y. 

Metraux, Rut Warr (Mrs. Guy S.), 3134 Buena Vista Terrace S. E., Wash- 
ington 20, D. C. 

MEYERSON, LEE, 139 Parker Ave., Easton, Pa. 

MIKALsoNn, ELAINE, c/o Mrs. Chris Fletcher, 217 Lewis Ave., Billings, Mon- 
tana. 

MILLER, Marre B. (Mrs.), Div. of Spec. Educ., Pub. Sch., 21st & Parkway, 
Philadelphia, Pa. 

MILLER, MARJORIE BLUMENSCHEIN (Mrs. R. D.), 334 N. 3rd Ave., Apt. B, 
Phoenix, Ariz. 

Mitter, VircintA Rocers (Mrs.), 15 Monmouth Court, Brookline, Mass. 

MourpiEck, Rose Martz, Gulf Park College, Gulfport, Miss. 

MontTcoMERy, JoHN RicHarp, Speech Dept., Kent St. Univ., Kent, Ohio. 

Mooney, Otive Scuoiz (Mrs. Guy), 715 S. 4th St. W., Missoula, Montana. 

Moore, Betty JANE, 1525 Ist Ave., Terre Haute, Ind. 

Moore, Cuarves E. A., Proviso Twshp. H. S., Maywood, IIl. 

Moore, Etten Hewitr (Mrs.), 1616 Locust St., Philadelphia, Pa. 

Moore, Roserta (Mrs. Preston Yoakley). 

Morkovin, Boris V., 881 S. Bronson, Los Angeles, Calif. 

Mortey, D. E., 510 Pearl St., Ypsilanti, Mich. 

MorrerM, FLorENcE Haavik, 703 N. 7th St., Austin, Minn. 

Morris, JoHN ANDREW, 628 S. 15th, Chickasha, Okla. 

Mors, JEAN Marie, 200 N. Dunton Ave., Arlington Heights, III. 

MortwEeEt, MARGRETTE E., West Side Schools, Aurora, III. 

















ASCA DIRECTORY 251 


MutcravE, DorotHy IRENE, N. Y. Univ., New York City. 

MumfForp, GLapys ANN, Speech Clinic, St. Univ. of Iowa, Iowa City, Iowa. 
NATHANSON, KENNETH L., 582 Walnut St., Fall River, Mass. 

Naytor, ALIce R., 1302 Belmont Ave., Schenectady 8, N. Y. 

Nesot, MarGaret YounG (Mrs.), 4318 Forley St., Elmhurst, L. I., N. Y. 
NEILL, Mary Hurr (Mrs.), 309 E. Third, Bloomington, Ind. 

NELson, JOHN THomas, Peoria Pub. Sch., 300 Monroe, Peoria, IIl. 
NERENBERG, Maryor1E MANN (Mrs.), 5521 N. 14th Rd., Arlington, Va. 
NEsoM, Betty L., Old State Capitol, Baton Rouge, La. 

NEUGEBAUER, FrEDA W., 132 Stanton Cts. West, Pittsburgh, Pa. 
NEWFIELD, VIRGINIA R., 140 Riverside Dr., New York 24, N. Y. 
Nicuots, Epitu, 800 Cameron, Youngstown, Ohio. 

Norcross, MABet CLarE (Mrs. C. A. McKee). 

Norturop, Lucite DuKE, 623% S. Front St., Mankato, Minn. 
NovAKAFSKI, DorotHEA Bassett (Mrs.), Minocqua, Wis. 

Nystrom, CLARENCE L., Wheaton College, Wheaton, III. 


Care, C. Esco, Branch Off. No. 8, Vet. Admin., Ft. Snelling, St. Paul 11, 

inn, 

OBLINGER, BARBARA, Grand Junction, Iowa. 

O’Brien, MerrpAH ANN (Mrs. J. A.), Dearborn Pub. Sch., Dearborn, Mich. 

OctLviE, Marpet, St. Teachers College, Fredonia, N. Y. 

Otson, Harriett ScHMuUNK, 509 N. Broadway, Urbana, III. 

O’MEaraA, Mary Inez, 205 N. Webster, Harrisburg, III. 

ONACHILLA, MaTiILpA Marta, Speech Clinic, State College, Pa. 

OPPENHEIM-ERRERA, GABRIELLE (Mrs.), 56 Princeton, Princeton, N. J. 

Ottaway, Rutu, 1111 Liberty St., Erie, Pa. 

OxMAN, Emity Karon (Mrs. Leo), Speech Clinic, Univ. of Minn., Minne- 
apolis, 14, Minn. 


PANKONIN, HELEN A., 170 So. Cloverly, Temple City, Calif. 

ParkKER, ZELLA ANNE, 306 Courthouse, Martinez, Calif. 

Parks, Meret Rutu, 12937 Woodward, Detroit 3, Mich. 

ParMET, Laura, 1651 44th St., Brooklyn 4, N. Y. 

PARTRIDGE, LyMAN M., Speech Clin., Utah St. Agricultural Coll., Logan, Utah. 

PEARSON, FRANCENA LEAH, Rochester Guidance Center, 31 Gibbs St., Rochester 
’ 2 

PENDERGAST, KATHLEEN KELLEHER (Mrs. W. E.), Seattle Pub. Sch., 810 Dex- 
ter, Seattle, Wash. 

Perkins, DorotHy WILLouGHBY, Dowagiac Pub. Sch., Dowagiac, Mich. 

Perry, Liroyp M. (Rev.), Northern Baptist Seminary, 3040 W. Washington 
Blvd., Chicago 12, Il. 

Peters, Ropert McKINteEy, Paola Pub. Sch. Clinic, Paola, Kansas. 

Petras, Mary, Rochester Pub. Schls., Rochester, Minn. 

PetrincaA, Bette ErKENHOuT (Mrs. R. H.), 2227 Union Blvd. S. E., Grand 
Rapids, Mich. 

Prarr, Paut Lewis, Speech Clin., San Diego St. Coll., San Diego, Calif. 

Puirer, Grecc, Baldwin-Wallace College, Berea, Ohio. 

Prrtux, GrortA, 5041 No. Ridgeway, Chicago 25, IIl. 

Pratt, JAMes Harvey, English Dept., Mich. St. Coll., E. Lansing, Mich. 

- Pottan, SurirteY Recina, 89 Floyd St., Dorchester 24, Mass. 

PoLLtack, TAMARA, 4206 Bedford Ave., Brooklyn 29, N. Y. 

Ponp, ELEANor Marie, East High Bldg., Waterloo, Iowa. 

Porter, KATHERINE RUTHERFORD (Mrs. W. L.), Speech Dept., Miami Univ., 
Oxford, Ohio. 

Prosst, JAcK Francis, Sp. and Hearing Clin., Pa. St. Coll., St. College, Pa. 

Pye, DororHy Herne (Mrs.), Colo. Soc. for Crippled Children & Adults, 
Denver 6, Colo. 


QuINLAN, GERALDINE E., 531 W. Clinton St., Elmira, N. Y. 
Quirk, MARIANNE E., Dearborn Pub. Sch., Dearborn, Mich. 
Quirk, Mary Ceciita, 125 W. First St., Dayton, Ohio. 


RANDALL, Estuer F., 2 W. Lake St., Chisholm, Minn. 

Ray, Etner A., Western Ill. St. T. Coll., Macomb, III. 

REMLEY, Dorotuy E., Speech Dept., MacMurray College, Jacksonville, Ill. 
REYNOLDS, JEANNETTE WATKINS, 202 N. Menard St., Mason City, IIl. 
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Rice, DeLicut, 1414 Walnut, Berkeley, Calif. 

Rico, WANDA ELiIzasetH, Morton, III. 

RicHarpson, LAVANGE H., City Coll. of N. Y., N. Y. 31, N. Y. 

RIGGLE, ARLENE, 18158 Westover Ave., Detroit 19, Mich. 

RippETEAU, VELMA TREsSIA, Institute of Logopedics, 1751 Fairmount, Wichita 
6, Kansas. 

RITCHIE, KATHLEEN SHOCKLEY (Mrs.), Southport H. S., Southport, Ind. 

Rose, Evetyn M. YELLow, Vassar College, Poughkeepsie, N. 

Roserts, Forest A., Speech Dept., Northern Mich. Coll. of Educ., Marquette, 
Mich. ° 

Roserts, MAuMEE, 1024 S. 23rd St., Birmingham 5, Ala. 

Ropinson, Frank, 425 W. Bridge St., Plainwell, Mich. 

Rosinson, J. FRANKLIN, M.D., 335 So. Franklin St., Wilkes-Barre, Pa. 

Rockrorp, HELEN Grace, 67 E. Utica St., Buffalo, N. Y. 

RosENFELD, Laura Sr1pin (Mrs. E. D.), 135 Eastern Parkway, Brooklyn, N. Y. 

ROSENSTIEL, Frances ADELE, 1234 Bryn Maur Ave., Chicago 40, IIl. 

RossIGNoL, Lots J., Speech Dept., Queens College, Flushing, N. Y. 

RossKAM, Epitu C. (Mrs. W. B.), 1018 N. State St., Chicago 10, III. 

Rottier, CHARLES (No address known). 

RUNDELL, BARBARA J., 2227 Van Hise Ave., Madison 5, Wis. 

RussEtt, Levia M. (Mrs. G. E. Hartsuck). 

Russet.t, Mary E., 87 Marlborough St., Boston 16, Mass. 

Ryan, Ear H., College of City of New York, 17 Lexington Ave., New York 
City. 


SaLomon-Burns, E sie, 509 Harley Chambers, Jeppe St., Johannesburg, South 
Africa. 

Sauz, Ipa (Mrs.), 4574a W. Papin, St. Louis 10, Mo. 

SanzBorn, Dorotroy DeMuth, (Mrs. F. B.), 2553 N. Lockwood Ave., Chicago 
39, Ill. 

Sayer, HELEN K. (Mrs.), Huntington, Ind. 

SCHENDEL, LAurEL L., Goodrich House, Northwestern Univ., Evanston, III. 

ScuMipt, JANE FLoreNce, Central Inst. for the Deaf, 818 S. Kingshighway, 
St. Louis, Mo. 

Scumitz, Mary, Dept. of Speech, Northwestern Univ., Evanston, III. 

ScHNAIDER, Borau, Speech Clin., Wayne Univ., Detroit, Mich. 

Scuu_tz, Donatp ArtHUR, Birmingham General Hospital, Van Nuys, Calif. 

ScuunnuorFr, Huco Frepertck, Missouri Sch. for the Deaf, Fulton, Mo. 

Scott, EvizasetH V., 6707 Union Ave., Chicago, Ill. 

Scott, Motry, 1110 Olive Way, Seattle 1, Washington. 

Scyoc, Meta Rose, 2310 Chestnut St., Hannibal, Mo. 

SEEDER, THELMA M. Aaron (Mrs.), 910 W. 9th St., Wilmington, Delaware. 

SEELEY, ANNALEE B. (Mrs. R. C.), 7434-44th St. S. W., Seattle, Washington. 

SEGAL, Setma V., 9505 Yale Ave., Cleveland 8, Ohio. 

Serpe, HELen I. (Mrs.), 405 State St., Baton Rouge 13, La. 

SHAFFER, CHESTER M., Carroll Springs Inn, Silver Spring, Md. 

SHANE, Mary Lov, (Mrs. N. A., Jr.), 1115 S. E. First St., Evansville 9, Ind. 

SuHeeEts, Boyp VERNE, Speech Clin., Univ. of Minnesota, Minneapolis, Minn. 

SHEKELL, HELEN AILEEN, 4767 Commonwealth, Detroit, Mich. 

SHEWARD, AVONELLE LEE (Mrs. Avonelle Lee Bielski). 

Suitey, Peccy, Bd. of Educ., Quincy, IIl. 

SHOCKLEY, KATHLEEN (Mrs. Kathleen S. Ritchie). 

SuHutTts, Ross Epwin, 522 W. 6th Ave., Gary, Ind. 

SIEFERMAN, RutH L., 209 E. Main, Morris, III. i 

SIEGENTHALER, Bruce M., Speech Clinic, Univ. of Mich., Ann Arbor, Mich. 

Sirver, Lots A., Meridian Hill, 2601 16th St. N. W., Washington, D. C 

Srmonps, ZULMA Lunt (Mrs. R. M.), 48 Barlett Ave., Arlington, Mass. 

Stimpson, Giapys Exizasetu, 726 Hill St., Ironwood, Mich. 

Srncer, Dorotuy (Mrs. Bernard), 63 Garland Rd., Newton Center, Mass. 

S1steER ANNEROSE WoxkurkKA, O.S.B., Cathedral Sch., 15 8th Ave., South, St. 
Cloud, Minn. 

Sister Mary CArMELIA, B.V.M., Mundelein Coll., 6363 Sheridian Rd., Chi- 
cago 40, Ill. 

Sittrc, Etty (Mrs. Robert), 317 W. 99th St., New York 25, N. Y. 

SMALTz, JANET M., 1033 E. River Rd., Minneapolis. 14, Minn. 

SmitH, Beatrice L., Dept. Pub. Health, State House, Boston, Mass. 

SmitH, Francis P., Rev., Sp. Clin., Duquesne Univ., Pittsburgh, Pa. 
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SmitH, GeorGE-WILLIAM, 2330 N. Halsted St., Chicago 14, IIL. 

SmiTH, Harotp Lawson (Lt.), San Diego Naval Hosp., San Diego, Calif. 

SmirH, MARCELINE E., Dept. of Pub. Instr., State House, Des Moines 19, Iowa. 

SmitH, Mayme Viota, 629 S. Franklin, Mt. Pleasant, Mich. 

SMITH, Nei G., Rutgers Univ., Univ. Coll., New Brunswick, N. J. 

SNOWBERGER, LouIsE EL1zABetH, 304 Lawrence Ave., East McKeesport, Pa. 

Soisson, MARGARET, 214 E. Fairview Ave., Connellsville, Pa. 

Sonpay, Francis, Aural Rehab. Center, Forest Glen Section, Walter Reed 
General Hosp., Washington 12, D. C. 

SonkKIN, Rosert, City Coll. of N. Y., Convent Ave. at 139th St., New York City. 

SorrENSON, Frep S., Ill. St. Normal Univ., Normal, Il. 

Spates, ELEANOR F., 2780 oe Ave., Minneapolis, Minn. 

SpitzE, Nancy ANN (Mrs. } Nancy S. Ham). 

SPOKELY, Marjorie U. (Mrs.), 23330 Moreno Drive, Los Angeles, Calif. 

SPRIESTERSBACH, D. CARYL, 599 Everett, Palo Alto, Calif. 

Stark, Lypra M. (Mrs.), 2003 Happer St., El Paso, Texas. 

StTaRK, MARIAN L., 1229 Von Phister, Key West, Fla. 

STEELE, EpitH Lorraine, 2105 S. Michigan St., South Bend, Ind. 

STEELE, MARION Norris (Mrs. Hugh H.), 1428 Virginia Park, Detroit 6, Mich. 

STEEN, Mary Exizaspetu, 429 W. Comanche, Norman, Okla. 

STEINMAYER, JEAN KATHERINE, 4106 N. Prospect Ave., Milwaukee, Wis. 

STEIsEL, IRA M., Speech Clin., St. Univ. of Iowa, Iowa City, Lowa. 

STENSWICK, ELtswortH, 916 Sixth St. S. E., Minneapolis, Minn. 

STERNBERG, Mary Lou (Mrs. Mary Lou Shane). 

Stevens, ErizaBetH (Mrs.), Speech Dept., Univ. of Kansas, Lawrence, Kansas. 

STEVENS, RutH OTHELIA, Mich. Sch. for Deaf, Flint, Mich. 

Stewart, IRENE M., Chandler School, Detroit, Mich. 

STICKNEY, Marjorie HAwkins (Mrs.), 44 Gregory Hall, Univ. of Illinois, 
Urbana, III. 

Stires, Mitmore, 109 9th St., Garden City, N. Y. 

StopparD, JANE EASTMAN, State Dept. of Educ., Richmond, Va 

Store, LAUREN ELBert, Sycamore Vet. Housing Annex, Bldg. 3, Apt. C, Terre 
Haute, Ind. 

STONER, MARGUERITE C., Lexington Schl. for the Deaf, New York 21, N. Y. 

Stonum, Mary EvizanetH (Mrs. Salem F. Kennedy). 

STRASSBURGER, RitA, 838 So. 11th St., Newark, N. J. 

SULLIVAN, MARGARET J., 1901 Monaco Parkway, Denver, Colo. 

Sutton, Eppre Lee, 1812 Foster, Evanston, Il. 

Swanson, Ira H., 932 Kingsley, Waterloo, Iowa. 

Swartwoop, Ora M., Mich. St. Normal College, Ypsilanti, Mich. 


TALMAN, Marjor1E ANNE (Mrs. Marjorie Talman Birnbaum). 

TANIS, Preston NE tts, 218 E. 10th St., Traverse City, Mich. 

Tapiin, Ina, Bd. of Educ., City Hall Annex, Newark, N. J. 

TAYLOR, GLENN JAMES, Westminster College, New Wilmington, Pa. 

TrEL, HELEN Jonnson (Mrs.), Pub. Sch., Atachua, Fla. 

THOMANN, RutH Et vizAsetH (Mrs. Ruth T. Windsor). 

Tuomas, Rutu Hazet, Passaic Pub. Schls., Passaic, N. J. 

Tuompson, Betty Sue, Route No. 2, Olathe, Kansas. 

THORNE, ANNE M., Dearborn Pub. Schls., Dearborn, Mich. 

TIBBITS, FRANCES BEERS, 311 Mt. Prospect Ave., Newark, N. J. 

Topp, JEAN Fercuson (Mrs. C. F.), Speech Clin., Michael Reese Hosp., Chi- 
cago 16, IIl. 

TORGERSON, VERNA FINGER (Mrs. H. W.), 725 Milburn St., Evanston, II. 

TowLe, Bernice Lecer, 4170 W. Second St., Los Angeles 4, Calif. 

TURNER, MartHA Prentice, c/o Mrs. T. G. Strong, 850 Park Ave., New 
York 21, N. Y. 

TYNDALL, Rut tH Lane (Mrs. L. B.), State Dept. of Pub. Instr., Georgetown, 
Delaware. 


Umps_e, Roy Herman, Speech Dept., Goshen College, Goshen, Ind. 


VANDERSALL, CLARA E., Morelan Sch., Cleveland 20, Ohio. 

Van Dusen, CLARENCE Raymonp, Univ. of Miami, Coral Gables, Fla. 
Van VuLpen, Exorse C., Speech Clinic, Ind. Univ., Bloomington, Ind. 
VARNER, KATHLEEN, 223 N. Ewing, Dallas 8, Texas. 

VENABLE, ExvizABsetH Burt (Mrs.), 3951 Gilman Ave., Louisville 7, Ky. 
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VeRGARA, ALLYs Dwyer (Mrs.), Coll. of New Rochelle, New Rochelle, N. Y. 
VERNON, JEAN Crapp (Mrs. D. W.), 43 Berry Rd., Glendale, Mo. 


WappbLe, Etsie Lenora, 1417 S. Boulder, Tulsa 5, Okla. 

WaAKERLEY, AGNES S. Howe (Mrs. Reuben W.), Box 18 Station A, St. 
Petersburg, Fla. 

WALKER, CRAYTON, Speech Clinic, Ohio St. Univ., Columbus, Ohio. 

WaLkeErR, M. JosEPHINE, Aural Rehab. Center, Walter Reed Gen. Hosp., 
Forest Glen Section, Washington 12, D. C. 

WatsH, EpirnH Marir, 1300 S. 9th St., Terre Haute, Ind. 

Warp, Dorotny R., Box 382, Iowa City, Iowa. 

Warp, Marion ANTOINETTE (Mrs.), 143 Wyndale Rd., Rochester, New York. 

Wasson, H. Wa po, Dept. of Speech, Univ. of Missouri, Columbia, Mo. 

WebeBERG, ConraD F., 8215 W. 4th St., Los Angeles 36, Calif. 

WEIsER, ANNA E., Box 263, 2110 Chester Lane, Bakersfield, Calif. 

Wess, Arpis Hurtey (Mrs. L. M.), R. 1, Box 87, Roselle, IIl. 

WELLENSIEK, ANNE Loutse, 509 W. 3rd St., Sterling, Ill. 

West, Rusy H., 1618 West Allen Ave., Ft. Worth 4, Texas. 

Wuite, Avice ExizabetH, Speech Clinic, Purdue Univ., W. Lafayette, Ind. 

WIcKMAN, NEstor ALFONSE, Walter Reed Hosp., Forest Glen Section, Wash- 
ington, D. C. 

Witey, JoHN Herspert (No address known). 

Wirke, Watter H., Psych. Dept., N. Y. Univ., Washington Square, New 
York 3, N. Y. 

Wikie, LILtian R., 3311 Gladstone Ave., Detroit 6, Mich. 

WILkKINson, Wo. Justus, Box Y, Akron, Colorado. 

WuttiaMs, Grace M., Eng. Dept., Univ. of Puerto Rico, Rio Piedras, Puerto 


Rico. 
WitiamMs, Mary E., 1201 W. Oregon, Urbana, III. 
Witiiamson, Lucite, 4531 McPherson Ave., St. Louis, Mo. 
Witisea, Mary A., 4669 Quitman St., Denver 12, Colo. 
WILtson, Exise, Room 515, 515 Van Ness Ave., San Francisco 2, Calif. 
Witson, Betty JANE, 317 W. Beaver St., State College, Pa. 
Witson, Dorotuy JANE, Granite Falls, Minnesota. 
Wuson, Lots, 991 Oakdale Rd. N. E., Atlanta, Ga. 
Winpsor, RutH E. THomMann (Mrs.), Clarke School, Santa Monica, Calif. 
Winter, H. LoutseE Mappy (Mrs. R. W.), 328 N. Dubuque, Iowa City, Iowa. 
WISCHNER, GEORGE, St. Univ. of Iowa, Iowa City, Iowa. 
Wispre, Rusy V., Speech Dept., Univ. of Ill., Urbana, II. 
Woop, Marcaret L., English Dept., Michigan St. Coll., East Lansing, Mich. 
Wootton, VERNE B., Speech Dept., Ohio State Univ., Columbus 10, Ohio. 
Wore, Avice B., 3100 Maybury Grand, Detroit, Mich. 
Waicut, Jutta M., 4669 Quitman, Denver 12, Colo. 
Wyatt, Gertrupe Lascu, Nursery Training Schl. of Boston, 355 Marlborough 
St., Boston, Mass. 


YEDINACK, JEANNETTE G. (Mrs. Charles), 49 Prospect St., E. Orange, N. J. 

YoAKLeEY, RosertaA Moore (Mrs. Preston), State Dept. ci Educ., Tallahassee, 
Fla. 

Younc, Epna Hitt (Mrs.), 640 Manhattan Ave., Hermosa Beach, Calif. 

YouncG, Marcaret E. (Mrs. Margaret Y. Nebot). 

Younc, Rutu Ann, Pub. Sch., LaCrosse, Wisconsin. 


ZEITLIN, ROSALYN RosENTHAL (Mrs. N. S.), 2176 Oak Knoll Terrace, High- 
land Park, III. 


ADDRESSES UNKNOWN 


DEDOMENICO, RAIDA. 
DEIGH, MAURICE. 
DEMAREST, ISABELLE M. 
FRESCOLN, CAROLYN. 
HERMAN, GEORGE. 
LEONARD, Mary SMITH. 
Lyons, Epcar ALBION. 
RotrTierR, CHARLES. 
Witey, Joun HERBERT. 
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Two Decades of 


Professional Growth 
D. W. Morris* 


The American Speech Correction Association, organized in December, 
1925, by a group of eleven persons, was then called the American Academy of 
Speech Correction. The aims of the new association were stated : (1) to establish 
scientific standards and codes of ethics, and (2) to encourage others in the field. 
Through the two subsequent decades the Association worked to further these 
aims. Years of thought and study concerning standardization of professional 
training culminated in the revised constitution and by-laws approved by the 
1942 convention. The ranks of membership parallel the qualifications for pro- 
fessional function of the various members. The following table shows the 
growth of membership. The record for years 1926 through 1935 is taken from 
the individual dues payment records for those years; for 1936 from cash book 
entries for that vear; for the following years from the Membership Directories 
as published in the Journal of Speech Disorders. 


MEMBERSHIP IN THE AMERICAN SPEECH CorrEcTION ASSOCIATION 


Associate Clinical Professional Fellow Total 
1926 3 19 22 
1927 3 19 22 
1928 3 19 22 
1929 2 23 25 
1930 2 23 25 
1931 2 27 29 
1932 9 28 37 
1933 Fo 27 52 
1934 20 37 57 
1935 53 34 87 
1936 72 43 115 
1937 125 60 185 
1938 176 72 248 
1939 190 61 251 
1940 261 69 330 
1941 302 72 374 
1942 409 72 481 
1943 496 5 13 73 587 
1944 451 31 24 78 584 
1945 498 65 47 74 684 
1946 488 120 67 83 758 
1947 606 213 84 91 994 


*Dr. Morris is Secretary-Treasurer of the American Speech Correction Association. 
= is Director of the Speech and Hearing Clinics, The Ohio State University, Columbus, 
Ohio. 
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In the pattern of membership in the next decade we may look toward two 
aspects of growth. Within the present membership we should encourage and 
may expect a steady shift of associate members to advanced standing as these 
persons continue their professional training and broaden their professional 
experience. From without the present membership we should encourage and 
may expect a steady influx of new members as more and more professionally 
qualified workers prepare themselves for the constantly increasing number of 
positions calling for the services of well-trained speech correctionists. 


Future Changes In Membership Listing 


At its 1946 annual meeting, the American Speech Correction Association 
decided to terminate, at the close of the convention of 1950, the practice of 
giving associate memberships to persons with an A.B. degree. Following 1950, 
and perhaps sooner, a new group of members will be listed. This group will be 
designated as Externe Members and will consist only of those persons who 
have completed their academic training for clinical membership or, as the 
case may be, professional membership, and who are simply undergoing the re- 
quired experience under guidance to complete their work. This will make it 
possible to judge more carefully than it is now possible the credentials of per- 
sons in this category of membership. In order not to be unfair to any Associate 
Member, the Committee on Education is at present developing plans for ac- 
crediting work done in conventions by means of a short course program, and it 
is possible that, if these plans materialize, an individual could automatically 
obtain clinical membership by passing the courses to be offered at the conven- 
tions of 1947, 1948, 1949 and 1950. Later Journals will carry full announce- 
ments of these plans. 


—Martin F. Palmer, Chairman 
Committee on Education, ASCA 











